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ABSTRACT 
 Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice is an innovative program that seeks to encourage rehabilitation 
professionals at a private pediatric practice to engage in thoughtful discussion about 
tropes about children with disability. The program will utilize various media sources in 
order to address the problem of a lack of reflective practice among many rehabilitation 
professionals and the prevalence of negative tropes about children with disabilities 
(CWDs), which negatively impact therapeutic relationships and therapeutic outcomes for 
CWDs.  It draws upon extensive literature and evidence from two bodies of knowledge 
— journal clubs and effective strategies for teaching and fostering reflective practice. The 
use of journal clubs for independent professional development and skill acquisition has 
been studied and shown to be effective across many medical fields, including 
rehabilitation professions such as occupational therapy, speech and language pathology, 
and physical therapy. Strategies for addressing and reflecting on bias within health care, 
often with a focus on racial, weight, or age biases, have also been a topic interest within 
the literature as a way to address health disparities that are associated with bias by health 
  vii 
care providers. Using the theoretical lenses of social constructionism and cultivation 
theory, the proposed program seeks to bring together these two fields of evidence in a 
unique way to address the threat of biases against people with disabilities within 
rehabilitation. Program content and structure are outlined, as well as best practice for 
group logistics and bias reduction strategies. A plan for funding, implementing, 
disseminating, and expanding the reach of the program is outlined. 
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CHAPTER ONE: INTRODUCTION 
Nature and importance of the problem 
The field of disability studies draws upon concepts and critical methods from the 
fields of anthropology, sociology, gender studies, arts, economics, and law to propose 
non-medical conceptualizations of disability. These approaches to understanding 
disability focus on the social construction of the category of disability, and highlight the 
cultural, political, and economic structures that influence our society’s understanding of 
disability.  
These models are in direct contrast to the popular representation of disability in 
the media. These representations draw upon medical, individual models of disability that 
post disability as a tragedy, an exceptional experience, a spiritual condition. These 
depictions then influence society’s understanding of disability and the disability 
experience- including rehabilitation professionals. In turn, professional assumptions 
about disability, as informed by these depictions, may perpetuate the oppression and 
marginalization of people with disabilities in our society (Charlton, 2000; Oliver, 1998).  
Without tools or a framework to critically examine representations of disability 
encountered on the internet, in entertainment, and in the news media, rehabilitation 
therapists may unintentionally be influenced by these depictions when planning 
intervention. Such interventions may draw upon cultural assumptions of the 
independence, safety, sexuality, employability, or agency/self-determination of people 
with disabilities and limit the potential futures of people with disabilities. Encouraging 
interdisciplinary professionals to support each other to practice reflexively (D’Cruz, 
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Gillingham, & Melendez, 2007) and critically examine such depictions may improve the 
quality and potential empowerment of pediatric rehabilitation.   
Approach to address this problem 
The proposed program uses a journal club model to encourage practitioners at a 
private pediatric practice to discuss tropes (images or stereotypes that are repeated within 
culture and are readily recognized) about children with disability from media sources. 
Using guiding questions to encourage reflection, the program supports interdisciplinary 
pediatric rehabilitation professionals to critical reflect on depictions of disability in 
media, the potential influence of those depictions on professional assumptions, and 
strategies for gaining alternative representations of disability. The nature of this program 
(video, worksheet, internet, guided discussions) will be guided by best practices around 
journal clubs and effective strategies for teaching and fostering reflective practice. 
Contributors to the problem 
First, rehabilitation professionals continue to have minimal exposure to these non-
medicalized understandings of disability or critiques from the disability community.  
Busy practicing therapists need ways to be exposed to this new knowledge that fit within 
their current practice demands. 
Second, changing practice to respond to the critiques of disability studies would 
pediatric rehabilitation professionals to integrate concepts that may be in direct contrast 
to their current epistemologies. There is a need to incorporate strategies and pedagogical 
approaches other professions have used to integrate or replace old ways of knowing with 
new ways of knowing. 
   
3 
Third, occupational therapists may need specific guidance on how they can 
change their practice to reflect these new ways of knowing. Currently, there are only a 
handful of published articles addressing the integration of disability studies with 
rehabilitation practice.    
Challenges in Addressing the Problem 
The proposed program, though seemingly narrow in scope, faces some large 
hurdles in addressing the multi-faceted problem presented here. According to Block et al. 
(2005), which focused on occupational therapy practitioners, these professionals are 
“unaware that disability studies and disability rights perspectives contain critiques of 
rehabilitation approaches to disability, some of which are directed specifically to 
occupational therapy” (pg. 558). This tension between the fundamental philosophies of 
disability studies/disability rights and occupational therapy is true for all rehabilitation 
professions, including speech and language pathology and physical therapy. Education 
around disability studies must be scaffolded for practitioners as they build their reflective 
practice skills, as they integrate the philosophy of their profession with the newly gained 
knowledge of disability rights philosophy and nonmedicalized understanding of 
disability. 
Structural constraints on self-guided professional development and reflective 
practice also pose a challenge to attempts to resolve the problem. The structure of many 
rehabilitation settings is often dominated by the medical model, as well as productivity 
and reimbursement demands, which devalue such practices and leave little time for their 
implementation (Beck et al., 2015; D’Cruz et al., 2007; Cohn et al., 2010). While the 
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journal club model is an effective approach to independent professional development and 
skill acquisition which has been studied across many medical fields, best practice 
guidelines about logistics of groups also face barriers to implementation and require 
commitment from management, which may be difficult to obtain. 
Focus and Impact of the Program 
Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice seeks to encourage rehabilitation professionals at a private 
pediatric practice to engage in thoughtful discussion about tropes about children with 
disability from media sources. It seeks to reveal the assumptions and gaps in knowledge 
or perspectives of rehabilitation professionals and offer strategies to fill these gaps as 
well as a new lens through which to view the therapeutic relationship and a unique model 
for fostering reflective and client-centered practice. The use of reflective practice by the 
practitioner, supports the establishment, maintenance, and constant adjustment of an 
effective therapeutic relationship. A strong and dynamic therapeutic relationship supports 
clients’ well-being, attitude towards therapy, and functional and/or quality of life 
outcomes. 
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CHAPTER TWO: THEORETICAL AND EVIDENCE BASE TO SUPPORT THE 
PROPOSED PROJECT 
 
Overview of the Problem 
 
 
 
Figure 2.1 Model of the Problem 
Conceptual framework informing the explanatory model 
The theory of social constructionism heavily influences the field of disability 
studies (Phelan, 2011; Wendell, 1996) and the sociology of childhood (Mayall, 2004 & 
2015). This theoretical framework posits that the concepts of both disability and 
childhood are constructed and defined by the society in which they exist, shaped by 
social and political structures, as well as individual subjective interpretations of reality 
which are influenced by one’s socialized role within a society. One way that 
understandings of disability and childhood are socially constructed and taught are 
through tropes; tropes are defined as images or stereotypes that are repeated within 
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culture and are readily recognized. Examples of tropes of disability include the “super-
crip” or the deformed villain, in which disability is used as a physical manifestation of 
inner evil (Longmore, 2003; Thompson, 2001). The repetition of tropes results in shared 
assumptions by those living in society. Thus, neither the condition of disability or 
childhood is simply biological; “social arrangements can make a biological condition 
more or less relevant,” creating and amplifying disability from biological conditions 
(Wendell, 1996, p. 57). 
Through this lens, one can better understand the complex role of the media in 
broadcasting, repeating, and reinforcing tropes of disability within society. By providing 
a wide-reaching platform for these tropes, various forms of media are among the most 
powerful and problematic purveyors of these stereotypes, which create and feed negative 
assumptions about people and children with disabilities (CWDs) (Longmore, 2003). 
Amongst rehabilitation professionals, these negative assumptions can result in negative 
impacts on therapeutic relationships with children with disabilities (French, 2004; 
Giangreco, 1996, Block et al., 2005). Without the therapeutic relationship, rehabilitation 
professionals will remain limited in their capacity to identify the full scope of goals and 
outcomes for clients and may unknowingly perpetuate the social construction of 
disability as long as they remain influenced by tropes (French, 2004; Oliver 1998; 
Phelan, 2014; Giangreco, 1996). However, therapists lack knowledge about the social 
construction of disability and reflexive practices to counteract these assumptions and 
influences. Though not within the scope of this model, the larger impact of the negative 
assumptions about children with disabilities created by social constructs is more 
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widespread, societal marginalization and oppression of all people with disabilities. 
The role of media the repetition of tropes about disability is best understood 
through a combination of social constructionism and cultivation theory. Cultivation 
theory centers on the proposition that the act of consuming media has a gradual but 
significant cumulative impact on an individual’s perception of social reality (Gerbner & 
Gross, 1976; Riddle, 2009). Through repetition of tropes, various forms of media act as a 
reflection of society understanding of disability and as a powerful force in reinforcing 
those assumptions about people and children with disabilities (Riley, 2005). These 
assumptions situate the disability within the individual, failing to acknowledge the lived 
experience of disability or the role of society and built environments in disabling children 
with impairments. However, an important moderator of an individual’s perception of 
social reality is group consumption of and discussion of media tropes, which lessens the 
effect of negative portrayals of disabilities becoming negative assumptions and beliefs. 
By interrupting the consumption process which creates negative assumptions, negative 
actions against individuals with disabilities may also be interrupted. By reflecting on 
media tropes, media consumers can stop the cycle of reinforcement of negative portrayals 
perpetuated by these tropes, avoid negative assumptions and actions against children with 
disabilities.  
Model Elements and Evidence 
Tropes about disability in media 
Ample literature discussing the tropes of disability in the media was available. 
Three major resources, Longmore (2003), Thompson (2001), and Riley (2005) outlined 
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the dominant tropes of disability in the media. These included the “supercrip” and the 
deformed villain (both mentioned above), as well as the “freak,” or erotic sexual deviant. 
Also relevant for children with disabilities are the tropes of helplessness, positioning the 
person with a disability as an object of pity, often portrayed as better off dead 
(Longmore, 2003). Another trope, uniquely described by Solomon, is that of a burden, an 
“unmitigated tragedy” for a family (Solomon, 2013). This trope is particularly important 
when considering children with disabilities, as it positions the child as the embodiment of 
sorrow for their parents, ignoring their agency and the role of society in disability. This 
literature spans decades, much of which was written prior to the invention of the internet 
and other forms of new media; Riley (2005) is the only to consider these newer media 
forms. However, again considering cultivation theory, there is little evidence that 
suggests that the medium, such as television (TV), movies, or internet, presenting 
repeated portrayals would have a significantly different effect. The repetition of tropes is 
key to the creation and reinforcement of assumptions, not the medium of the portrayal 
(Riddle, 2009). 
Constructed of vulnerability of children 
 The next model element addresses the socially constructed assumptions about 
childhood and the role of children with disabilities.  Children as defined as “non-adults” 
whose biological vulnerabilities are conflated with constructed vulnerabilities to justify 
the marginalized role of children and to reinforce the assumption that children exist in a 
pre-agency state, which will only be achieved in adulthood (Mayall, 1998, p. 270). 
Portrayals of children in the media also serve as tropes which reinforce these 
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constructions. According to Mayall (2004), “Nowadays traffic danger and stranger 
danger have forced children out of public places and spaces; the child as victim and the 
child as threat are commonplace understandings in the media” (p 45). Thus, children with 
disabilities are doubly marginalized by society, existing in two social minority groups 
concurrently. Evidence to support the model element of the constructed vulnerability of 
children was less robust than that of disability tropes. Evidence to support this element 
was readily available, but was limited to a smaller group of authors, though these authors 
wrote in depth on the subject. Despite this limitation, the evidence supports the model’s 
proposal that the vulnerabilities of childhood are socially constructed, limiting the agency 
of children in their daily roles and environments (Mayall, 1998, 2004, 2015). 
Limited knowledge of disability studies and structural constraints on reflective practice 
The first component of the model is critical reflection and reflexivity. While these 
terms are often used interchangeably, they are differentiated by D’Cruz et al. (2007) as 
follows: critical reflection is “reflection-on-action” while reflexivity is “reflection-in-
action” (p. 83). For brevity, this paper will use “reflective practice” when referring to 
both. Within the proposed model, critical reflection is crucial to quality therapy because it 
can act as the moderator in the formation of negative assumptions about children with 
disabilities. However, the model also depicts two factors that pose barriers to critical 
reflection and reflexivity: 1) Lack of knowledge about the social construction of 
disability and 2) constraints on reflective practice. The limited knowledge about the 
social construction of disability impedes a rehabilitation professional’s ability to 
effectively use critical reflection on practice and reflexivity in practice to examine the 
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role of these socially constructed assumptions. Without knowledge of the key aspects, 
rehabilitation professionals cannot critically reflect on them, limiting reflection during 
which tensions in the therapeutic relationship and power dynamics could be identified, 
reflected upon, and addressed (D’Cruz, 2006; Phelan, 2011). These professionals may not 
be aware of the critical need for these reflective practices, failing to recognize their own 
assumptions and need to challenge those beliefs to improve practice.  
Review of the literature supports the proposed element of lack of knowledge 
about disability studies and the social model of disability amongst rehabilitation 
professionals. The evidence compellingly outlined the tensions between the philosophical 
foundations of disability studies and rehabilitation sciences, as well as the limited 
knowledge of these tensions amongst rehabilitation professionals (Cohn et al., 2010; 
Block et al. 2005). The evidence also supports the lack of reflexivity and critical 
reflection in rehabilitation practice, at least in part due to a lack of knowledge about these 
approaches to practice (Phelan, 2011; Beck et al., 2015). The evidence draws from social 
work literature, with wide applications to other professions which are based on the 
formation of a client-centered therapeutic relationship — including occupational 
therapists and speech and language pathologists (Phelan, 2011; Cohn 2010; Block, 2005). 
The lack of critical reflection and reflexivity are also influenced by the constraints 
on these practices created by structures in which rehabilitation is delivered. Dominance 
of the medical model in many settings, as well as productivity and reimbursement 
demands, devalue such practices and leave little time for their implementation (Beck et 
al., 2016; D’Cruz, 2004). The evidence supports the existence of a variety of structural 
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constraints on reflective practice. Some of this evidence is based on surveys of 
occupational therapists and other rehabilitation professionals (Beck et al., 2015). These 
professionals were asked to identify barriers to reflexive practice following education 
about disability studies, reflexivity, and critical reflection, offering responses that were 
consistent with those proposed by other sources, such as productivity demands, pressures 
for reimbursement, and time constraints (Beck et al., 2015; D’Cruz et al., 2007; Cohn et 
al., 2010). The consistency of these identified barriers underlines the threat that they pose 
to the practice for rehabilitation professionals. 
Negative assumptions and actions towards CWD and negative impact on therapeutic 
relationship 
 A review of the literature revealed many personal accounts from individuals with 
disabilities regarding assumptions that others hold about people with disabilities and the 
negative actions that result from these assumptions. Though written by adults, these 
authors reflect back on their childhoods, often focusing specifically on childhood 
experiences with rehabilitation professionals (French, 2004; Wendell, 1996, Phelan 2014, 
& Giangreco, 1996). The experiences of these authors include common threads of well-
meaning, but misguided and presumptive interactions with rehabilitation professionals. In 
an interview with Giangreco (1996), Norman Kunc shared his experience with 
rehabilitation professionals as a child: “Professionals mistakenly equate functioning level 
with quality of life and that may not be what’s going on for some folks…[they believe] if 
[they] can help you function better, then your quality of life will improve (p. 3). These 
experiences are closely tied to the tropes of disability perpetuated by the media and the 
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negative assumptions inherent in those portrayals, such as that of CWDs as burdens. 
French (2004), Wendell (1996), and Kunc (in Giangreco, 1996) all reflect on their early 
experiences with the trope of disability or a CWD as a burden influenced their views of 
themselves and their disabilities. Their interactions with rehabilitation professionals all 
involved assumptions about their desire to become “normal” and independent, so as to 
reduce their burden on their families and society overall. The focus on independence at 
any cost, rather than the quality of life and lived experience of these CWDs damaged the 
therapeutic relationship, sometimes even irreparably damaging their trust and belief in the 
health care system (Block et al., 2005). 
Previous Attempts to Address the Problem 
Though the complex role of the media in broadcasting, repeating, and reinforcing 
tropes of disability within society and its negative impact on therapeutic relationships 
between rehabilitation professionals and children with disabilities has been described, 
little has been done to counteract this negative and damaging cycle. As outlined in 
Module 2, media plays a large role in perpetuating negative stereotypes about children 
with disabilities. Therapists’ limited opportunities and skills to practice reflexivity and 
critical reflection play a further role in perpetuating these stereotypes. To better 
understand the optimal approaches to address the problem this synthesis will explore 
literature two bodies of literature: 1) approaches to fostering critical reflection and 
reflexivity, and 2) strategies for organizing continuing education groups.  
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Evaluative Summary 
Teaching and Fostering Reflective Practice 
In recent years, interventions which seek to teach and foster reflection and 
reflective practice have become available, from the fields of medicine, allied health, and 
social psychology. While these interventions do not target critical reflection and 
reflexivity to counteract media stereotypes about people or children with disabilities, they 
offer helpful guidelines for teaching these skills which can be applied to the current 
problem.  
Most of these interventions employ discussion groups, emphasizing the 
importance of establishing a nonjudgmental environment to teach bias reduction and 
reflective practice skills. Teal et al. (2010), Paluck & Green (2009), and Peden-McAlpine 
et al. (2005) all support the use of small groups to discuss reflect on stereotypes and bias. 
Within these small groups, a safe discussion environment must be established, in which 
participants feel that they can reflect on their own assumptions and biases without fear of 
negative repercussions (Burgess et al., 2007; Peden-McAlpine et al., 2005; Vachon & 
LeBlanc, 2011; Schwartz et al., 2010). Burgess et al. (2007), Vachon & LeBlanc (2011), 
and Paluck & Green (2009) found support for the use of stress reduction or self-
affirmation strategies to promote positive emotional states before such discussions in 
addition to a safe discussion context.  
In discussion groups, the evidence suggests there is a need for structured 
“conversation starters,” defined as strategies that “lead people to recognize their 
unconscious biases” (Burgess et al., 2007).  As one example, Burgess et al. (2007), Teal 
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et al. (2010), and Paluck & Green (2009) all found support for the use of the Implicit 
Association Test (IAT) to promote discussion of and reflection on bias amongst 
participants. These studies used various subtests of the IAT (race, disability, weight), 
depending on the focus of the study, but all found support for its efficacy as a trigger for 
reflection. Paluck & Green (2009) also found support for the use of accountability 
manipulation as a conversation starter. They asked participants to give concrete reasoning 
and explanations for their biases, thus revealing the irrationality of the prejudice and 
reducing the participants’ reliance and loyalty to the stereotype.  
Beyond conversation starters, the literature offered little guidance on organization 
or content of the discussions. Interestingly, only Vachon & LeBlanc (2011) addressed, 
indirectly, the distinction between reflectivity (reflection-in-action) and critical reflection 
(reflection-on-action); this study found that participants reported less negative feelings 
and increased willingness to engage in reflection and change their intervention approach 
when discussing current or ongoing clinical situations. In contrast, when asked to reflect 
on a past clinical situation, participants reported negative emotions and used a “protective 
attitude…[which] dampened the group’s motivation, curiosity and ability to explore the 
embedded assumptions” (Vachon & LeBlanc, 2011), also limiting accuracy of self-
evaluation. 
The literature also offers guidance on specific teaching approaches that are most 
effective. Successful discussion groups also employed the use of role-play and imagery 
strategies to promote perspective-taking and affective empathy (Burgess et al., 2007; 
Peden-McAlpine et al., 2005; Paluck & Green, 2009). The use of trained facilitators was 
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also found to be effective in teaching reflection and discussing bias (Teal et al., 2010; 
Schwartz et al., 2010; Vachon & LeBlanc, 2011), though few specific guidelines or 
qualifications were described in these intervention studies. Burgess et al. (2007) and 
Heijnders & Van Der Meij (2006) found that teaching history of the racial bias in 
healthcare to contextualize disparities and potential for positive change was an effective 
method to increase participants’ motivation and active participation in interventions that 
sought to teach and foster reflective practice. 
The evidence also supports the use of contact strategies to facilitate discussion 
(Heijnders & Van Der Meij, 2006; Paluck & Green, 2009; Smedema et al., 2012). 
Contact strategies include any interactions between participants and a member or 
members of the outgroup (the group that is the target of discrimination) with “specific 
objective to reduce stigmatizing attitudes” (Heijnders & Van Der Meij, 2006, p. 359). 
Contact strategies may be achieved through the development of partnerships in which all 
group members are given equal status (Burgess et al., 2007) or through structured, 
individualized discussions with outgroup members or clients/patients (Burgess et al., 
2007; Paluck & Green, 2009; Peden-McAlpine et al., 2005). There is some evidence to 
support the use of media itself as a contact strategy, using positive and realistic portrayals 
of people with disabilities to reduce stigmatizing attitudes (Schwartz et al., 2010; 
Smedema et al., 2012; Heijnders & Van Der Meij, 2006).  
The field of social psychology offers some important evidence to the teaching 
strategies to avoid when addressing stereotyping. Though initially counterintuitive, there 
is ample evidence that stereotype suppression, conscious attempts to control and decrease 
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stereotyped thinking, result in a rebound effect, actually increasing stereotyped thoughts 
and actions following attempts at suppression (Burgess et al., 2007; Teal et al., 2010; 
Duguid & Thomas-Hunt, 2015; Paluck & Green, 2009). While the negative effects of 
stereotype suppression are consistent within the literature, the proposed solutions are 
more varied. Burgess et al. (2007) suggests that teaching participants that the “cognitive 
strategy of categorization that gives rise to stereotyping and…prejudice is a normal 
aspect of human cognition” (p. 883) can help participants become more open to other 
strategies to counteract stereotyping, rather than engaging in suppression out of 
embarrassment, shame, or fear of social censure. Paluck & Green (2009) and Duguid & 
Thomas-Hunt (2015) suggest that communicating the prevalence of individuals working 
against stereotyping is effective; when participants were informed that many people 
engaged in stereotyping behaviors, they were more likely to engage in these behaviors 
themselves. Conversely, when informed that many others are actively working to combat 
these behaviors, they exhibited less stereotyped thinking and behaviors. Teal et al. (2010) 
found that participants in interventions must be actively taught to avoid stereotype 
suppression, as participants were likely to endorse this strategy — even after being taught 
other effective strategies. 
 Though the above evidence offers helpful guidelines for teaching and fostering 
reflexivity and critical reflection, limitations of the studies and gaps in evidence are also 
present. The majority of the studies fail to adequately describe the participants and 
frequently do not offer information on the type of allied health, years of experience, 
patient populations/clinical settings, race, or other basic demographic information, 
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limiting the generalizability of the studies’ results to the present problem (Burgess et al., 
2007; Teal et al., 2010; Duguid & Thomas-Hunt, 2015; Heijnders & Van Der Meij, 2006; 
Vachon & LeBlanc, 2011). Others did not include allied health professionals (Smedema 
et al., 2012; Schwartz et al., 2010; Paluck & Green 2009). In additional to poorly 
described participants, most studies provide insufficient descriptions of the intervention 
protocols and fidelity to those protocols, limiting the understanding of the key or salient 
features of the interventions; only Duguid & Thomas-Hunt (2015) and Smedema et al. 
(2012) provide sufficient description to replicate the intervention. Also missing from all 
studies is evidence of objective behavior change. Outcome measures vary, including 
coded interviews or discussions (Peden-McAlpine et al., 2005; Vachon & LeBlanc, 
2011), satisfaction survey (Schwartz et al., 2010), ability to identify strategies to 
counteract bias (Teal et al., 2010), and patient satisfaction measures (Burgess et al., 2007; 
Heijnders & Van Der Meij, 2006). The most frequently used outcome measure was some 
form of attitude or emotion scale (Smedema et al., 2012; Burgess et al., 2007; Duguid & 
Thomas-Hunt, 2015; Heijnders & Van Der Meij, 2006; Paluck & Green, 2009). Duration 
of effects is also a limitation; Peden-McAlpine et al. (2005) conducted interviews 3–4 
weeks post-intervention; all other studies conduct post-measures immediately following 
intervention or do not report when post-measures were collected.   As the current 
problem necessitates changes in clinical behavior and practice, this limited the 
application of the evidence to the problem.  
 Differing populations targeted for critical reflection/stereotype reduction also 
impact the application of the evidence to the present problem of stereotypes about 
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children with disabilities. Much of the research on fostering reflection on stereotypes 
focuses on racial biases and disparities, not on disability. However, both race and 
disability are widely considered to be socially constructed and both are taught and 
reinforced through tropes (Phelan, 2011; Wendell, 1996; Longmore, 2003; Thompson, 
2001). Thus, despite the differing biases and disparities, interventions that seek to 
counteract racial stereotypes can be reasonably applied to stereotypes and assumptions 
about people with disabilities. While the evidence for the use of contact strategies is good 
(i.e., direct communication with members of the stereotyped groups, the current problem 
is based within pediatric practices in which contact with children with disabilities and 
their parents is nearly constant. Thus, it is a challenge to implement this strategy in a 
context where it should already exist. The use of contact strategies, which are based upon 
an equal standing between the in- and out-groups, is further complicated by the 
constructed vulnerability of childhood. Because children are assumed to exist in a “pre-
agency” state, their ability to act as equal out-group members is severely limited, if not 
impossible (Mayall, 2004 & 2015). 
The Logistics of Groups 
Although the literature suggests group discussion is an effective approach for 
fostering critical reflection and stereotype reduction, there are few models about 
incorporating discussion groups into the busy demands of clinical practice. However, 
medical and allied health professions do frequently use group journal clubs as an 
approach to review and discuss research evidence. This literature offers details about 
effective approaches for organizing and running groups as a potential model for critical 
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reflection groups.  
 Scheduling of groups is an area of interest within the literature. Systematic 
reviews by Honey & Baker (2011) and Deenadayalan et al. (2008) offer mixed advice for 
scheduling logistics of successful groups, though there is some consensus. Holding group 
meetings at predictable intervals is supported by both reviews, as well as Sadeghi et al. 
(2016), Wilson et al. (2015), and Lee et al. (2005). Both Honey & Baker (2011) and Lee 
et al. (2005) go further, recommending monthly, regular meetings. Evidence is more 
mixed as to the mandatory status of meetings, with Deenadayalan et al. (2008) finding 
high attendance and better outcomes with required attendance (Wilson et al., 2015; Lee et 
al., 2005), while Honey & Baker (2011) found the evidence too mixed to make a 
recommendation. Another, smaller study by Caracci et al. (2016) reported positive group 
outcomes without required attendance. There was less consensus regarding the duration 
of group meetings, with Honey & Baker (2011) suggesting 60–90 minute meetings, while 
Deenadayalan et al. (2008) stated only that group meeting times should be maximized 
through the assignment of pre-readings. Another study limited meeting times to 30 
minutes (Caracci et al., 2016).  
 There is evidence supporting the use of incentives for initial agreement to 
participate and continued attendance. While the incentives varied, such as providing food 
at meetings, continuing education credits, or career advancement, Honey & Baker (2011), 
Deenadayalan et al. (2008), Sadeghi et al. (2016), Wilson et al. (2015), and Caracci et al. 
(2016) all found support their use. Caracci et al. (2016) also found support for offering 
career ladder incentives for leading group discussions. Hosting meetings during work 
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hours is also recommended for higher rates of attendance, as individuals are effectively 
paid for their participation (Honey & Baker, 2011; Deenadayalan et al., 2008; Wilson et 
al., 2015; Lee et al., 2005; Caracci et al., 2016).  Incentives, as well as the ability to 
schedule meeting within working hours, require the involvement of management. 
Evidence also indicates that involvement of management in the planning and group 
discussion is associated with more successful outcomes (Honey & Baker, 2011; Sadeghi 
et al., 2016; Lee et al., 2005; Caracci et al., 2016).  
 Another important feature is clinicians’/professionals’ active participation in 
group planning and discussions. This includes taking a learner-centered approach: 
involving participants in planning and preparation for meetings, such as voting on the 
next journal article or topic to be discussed (Honey & Baker, 2011), or (Honey & Baker, 
2011; Menon et al., 2009). Honey & Baker (2011) found that taking a learner-centered 
approach not only reduced apathy towards the group and discussion topics, but also may 
remove the need to make group attendance mandatory. Deenadayalan et al. (2008) and 
Lee et al. (2005) found that direct discussion about applying of the evidence to the 
clinical practice in the group supported better outcomes. Wilson et al. (2015) suggests 
that serving as a group facilitator was associated with higher levels of engagement with 
the group and materials presented. Formalized methods of promoting engagement are 
also recommended. Both systematic reviews found support for the use of established 
worksheets, such as Critically Appraised Topics (CATs) to increase active participation 
(Honey & Baker, 2011; Deenadayalan et al., 2008). The use of structured worksheets can 
also be helpful in tracking participation; to active participation increased when 
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participants were aware that this was being tracked (Honey & Baker, 2011; Wilson et al., 
2015; Lee et al., 2005). The systematic review by Deenadayalan et al. (2008) also showed 
that evaluation of knowledge uptake, such as through evaluation of understanding of 
concepts, was effective in increasing active participation. The evidence also suggests that 
explicit short- and long-term goal setting regarding the focus of group meetings and role 
of participants is key to maintaining successful groups, including higher rates of 
attendance and positive outcomes (Deenadayalan et al., 2008; Lee et al., 2005; Sadeghi et 
al., 2016).  
While many studies propose that skilled discussion facilitators are essential to 
group logistics, few studies offer guidelines for training or qualifications of discussion 
leaders (Deenadayalan et al., 2008; Lee et al., 2005; Honey & Baker, 2011). Caracci et al. 
(2016) proposed the use of templates for leading discussions, allowing participants to 
take on a leadership role within the group and to provide structure and consistency when 
not utilizing a single trained leader. This study also incorporated “skill ambassadors” into 
the group design, but offered little information on the training of this role. Wilson et al. 
(2015) allowed the primary investigator to lead discussions, a logistic that is not feasible 
to generalize to the current problem. 
 Finally, the literature suggests the use of multi-modal learning to maximize group 
efficacy (Menon et al., 2009). Honey & Baker (2011), Deenadayalan et al. (2008), and 
Lee et al. (2005) support the use of shared materials, written and electronic, prior to the 
group meetings. Caracci et al. (2016) found that providing written information about the 
group discussion to those unable to attend a meeting was a successful strategy for a group 
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with optional meeting attendance. Wilson et al. (2015) allowed participants to contribute 
to the group discussions in person, via online discussion groups, or through a 
combination of both platforms. 
 While these guidelines are helpful for the development of an effective group, the 
evidence also faces some limitations. Most importantly, none of the literature on groups 
seeking to education measures objective behavior change in clinical practice; rather, they 
rely on participants to self-report their perceived knowledge or skills. In addition, most 
studies used non-standardized outcome measures which were specific to the study; only 
Wilson et al. (2015) uses a standardized measure. This limits the ability to compare 
outcomes across studies. The evidence also fails to offer meaningful information 
regarding the duration of effects of these groups. Though the studies claim success with 
the intervention groups, they often did not follow-up with participants beyond initial 
post-testing, calling the duration of effects into question. 
 The evidence also offers poor descriptions of participants and occasionally draws 
from non-clinical settings such as universities. The inclusion of students in allied health 
fields may skew the results, as students do not face the same barriers to group 
participation as practicing clinicians. Universities may offer more support for groups than 
other practice settings, as they typically have greater access to research and funding to 
carry out these group-based journal clubs. There is a wide range of clinical backgrounds, 
none of which focus on pediatric practitioners. Like the literature on fostering reflection, 
these studies do not provide adequate descriptions of the intervention protocols and 
fidelity to those protocols. These poor descriptions of experimental settings, participants, 
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and fidelity to protocols make it difficult to determine the key ingredients of the 
intervention, placing future groups at risk for diverting time and resources away from the 
most important factors in group design and towards extraneous logistical elements. 
Implications for Program Design 
The evidence presented in this module offers some guidelines for the 
development and implementation of a program to interrupt the dangerous cycle of tropes 
of disability in the media and their potential harmful effect on therapeutic relationships 
within rehabilitation professions. The evidence supports the use of groups to foster and 
teach reflection; these groups should be conducted in safe environment to confront 
biases, led by a skilled facilitator, and encourage active participation. In an outpatient 
pediatric setting, this could include the use of brief worksheets to increase active 
participation, a focus on current clinical scenarios, and the use of self-affirmation 
strategies. The use of conversations starters or triggers for reflection, such as IAT, as well 
as teaching the historical context of stereotypes are also supported.  For a program that 
responds to the problem outcomes in Module 2, this could include the use of the 
disability IAT and brief readings on the social model of disability, disability rights, and 
the negative effects of bias towards CWD. The group should utilize contact strategies to 
provide opportunities for participants to interact with outgroup members as equals. For 
pediatric therapists, this could include youth or young adults with disabilities or parents. 
It might also include adults with disabilities sharing their childhood experiences. 
Participants should be directly instructed to avoid stereotype suppression strategies when 
confronting and attempting to correct their biases. The literature also offers guidelines 
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regarding the best practice of group logistics, such as regularly scheduled meeting during 
work hours, active participation, a skilled group facilitator, standardized worksheets, and 
incentives for participation. 
Despite these guidelines, it is necessary to look beyond the above evidence to 
behavior change literature such as knowledge translation or implementation science to 
move beyond attitude or intention changes and to promote meaningful behavior change to 
address the current problem. Measuring behavior change is a challenge, especially for 
complex behaviors such as critical reflection and reflexivity, which greatly impact the 
development of therapeutic relationships. However, Webb & Sheeran (2006) and Eccles 
et al. (2006) present compelling evidence for the strong relationship between behavior 
change intentions and actual behavior change. This implies that the proposed program 
must go beyond the positive attitude changes presented in the literature; it must also 
engender intention changes. Thus, the proposed program must include a behavior change 
or intention change measure to be used as pre- and post-testing to determine efficacy of 
the proposed intervention. 
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CHAPTER THREE: DESCRIPTION OF THE PROPOSED PROGRAM  
Program Description 
Many graduate and continuing education programs available to rehabilitation 
professionals may lack in education and context surrounding disability studies and rights. 
Most education focuses on building concrete practice skills and may fail to emphasize 
and foster reflective practice skills. As a result, many rehabilitation professionals, while 
well-intentioned, may not adequately question and reflect on their practice and 
assumptions about their clients, during which tensions in the therapeutic relationship and 
power dynamics could be identified, reflected upon, and addressed (D’Cruz, 2007; 
Phelan, 2011). The lack of critical reflection and reflexivity are also influenced by the 
constraints on these practices created by structures in which rehabilitation is delivered. 
The dominance medical model and productivity and reimbursement demands devalue 
such practices (Beck et al., 2016; D’Cruz, 2007). Additionally, pediatric rehabilitation 
professionals possess assumptions about children with disabilities that are heavily 
influenced by oppressive social constructs. Without tools or a framework to critically 
examine representations of disability encountered on the internet, in entertainment, and in 
the news media, rehabilitation therapists may unintentionally be influenced by these 
depictions when planning intervention.  
Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice seeks to encourage rehabilitation professionals at a private 
pediatric practice to engage in thoughtful discussion about tropes about children with 
disability from media sources. Tropes are defined as images or stereotypes that are 
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repeated within culture and are readily recognized; these tropes perpetuate assumptions 
shared by those living in society and exposed to those tropes. Through a group 
discussion, reflection questions focus on applying investigation of these tropes to current 
practice, with the goal of increasing reflexivity (reflection in practice) and critical 
reflection (reflection on practice) amongst the professionals. Based on a traditional 
journal club model, this “media club” will include 12 monthly lunch meetings to cover 
topics such as the history of disability studies, media influences on perceptions of reality, 
and targeted discussions about media examples of specific tropes about children with 
disabilities that are repeated and reinforced by these portrayals. Participants will have 
access to short media clips/sources and readings prior to meetings and core questions will 
be applied to all topics to encourage meaningful and reflective discussion. Participants 
will be encouraged to reflect on how these tropes have influenced their assumptions and 
practice, as well as to problem solve ways to counteract these damaging stereotypes 
through reflective practice and reflection on their therapeutic interactions. 
This chapter will outline the proposed pilot program, including key features, 
delivery method, personnel, target participants, recruitment, target outcomes, and barrier 
for implementation. It will also include an evaluation plan of the proposed program. The 
chapter will address the funding plan, such as locally available resources and needed 
budget for both the primary pilot implementation of this program and the potential 
funding sources for secondary implementation and dissemination beyond the target pilot 
program participants and location. 
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Features of the Program 
As outlined in Chapter 2, two main bodies of literature have guided the selection 
and development of specific features of this program: teaching and fostering reflective 
practice and the logistics of organizing continuing education/discussion-based groups. 
The features of the program will be outlined here based on aspect of the intervention 
which they address.  
Content 
 Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice will take place over the course of 12-months and will be 
comprised of 12 monthly meetings. These monthly meetings are divided into three 
categories: Context, Trope Exploration, and Reflection/Planning. 
 The first two monthly meetings (months one and two) fall in the Context 
category. These meetings will focus on informing participants about the context in which 
later meetings will be placed and introduce participants to using the social model of 
disability and of childhood as a lens through which to view later program content. The 
main contexts to be discussed, understood, and applied are 1) the history of the disability 
rights movement, 2) social constructionism, as applied to disability and childhood, 3) 
stereotyping as a natural cognitive process, 4) the negative effect of bias on therapeutic 
outcomes and relationships, 5) differences between critical reflection and reflexivity, 
meaning of reflective practice, and 6) program meetings as safe spaces to discuss difficult 
and complex issues of stereotyping and bias. See below for additional details of these 
contexts. 
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1) Disability rights — The fight for equal civil rights and social access for people 
with disabilities. Participants will complete a short reading “A Brief History of 
the Disability Rights Movement” (Anti-Defamation League, n.d.). 
2) Social Constructionism — This theoretical framework posits that the concepts of 
both disability and childhood are constructed and defined by the society in which 
they exist, resulting in shared assumptions by those living in society. Thus, 
neither the condition of disability or childhood is simply biological; rather they 
are concepts created and reinforced within cultures, often through tropes which 
fortify these assumptions as seemingly static truths, not as dynamic constructs. 
3) Stereotyping as a natural cognitive process — Evidence suggests that teaching 
participants that the “cognitive strategy of categorization that gives rise to 
stereotyping and…prejudice is a normal aspect of human cognition” (p. 883) can 
help participants become more open to other strategies to counteract stereotyping, 
rather than engaging in suppression out of embarrassment, shame, or fear of social 
censure (Burgess et al., 2007). This context will also differentiate between 
effective and ineffective strategies to counteract stereotyped thinking, 
categorization, and assumptions (Burgess et al., 2007; Teal et al., 2010; Duguid & 
Thomas-Hunt, 2015; Paluck & Green, 2009). 
4) The negative effect of bias on therapeutic outcomes and relationships — Bias 
towards the “other,” based on race, disability, weight, age, etc. is associated with 
poorer health outcomes and decreased efficacy of therapeutic interventions (Teal 
et al., 2010; Paluck & Green, 2009; Peden-McAlpine et al., 2005). 
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5) Differences between critical reflection and reflexivity, meaning of reflective 
practice — Reflective practice will be used as an umbrella term to encompass 
critical reflection and reflexivity within the program. Critical reflection is defined 
as reflection-on-practice, which occurs before or following clinical interactions, 
while reflexivity is defined as reflection-in-practice and occurs actively during 
clinical interactions. 
6) Program meetings as safe spaces to discuss difficult and complex issues of 
stereotyping and bias — the establishment of a safe environment in which to 
discuss these challenging and uncomfortable issues will be essential to the 
effectiveness of this program. 
Along with the discussion of these contexts, the first two meetings will also include 
participant completion of two outcome measures and goal-setting. The outcome measures 
used will be the disability subtest of the Implicit Association Test and the Self-
Assessment of Clinical Reflection and Reasoning (see Appendix B: Self-Assessment of 
Clinical Reflection and Reasoning). Goal-setting will include the determination of short- 
and long-term goals of program participation (Deenadayalan et al., 2008; Lee et al., 2005; 
Sadeghi et al., 2016).  
 The next eight monthly meetings (months three through ten) are in the Trope 
Exploration category. These meetings will be organized around specific tropes that are 
frequently used in the media in portrayals of children with disabilities. The tropes are 
scheduled in order of increasing complexity and decreasing compatibility with 
philosophies of rehabilitation. Participants will use a set of guiding questions (see 
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Appendix A: Guiding Questions) to reflect on and explore the assumptions of each trope. 
These questions seek to guide participants to deep critical reflection on the tropes about 
children with disabilities that is portrayed in the media, as well as to increase active 
participation within discussions (Honey & Baker, 2011; Deenadayalan et al., 2008). 
Participants will be challenged to explore their own assumptions and biases and apply 
their new knowledge of reflective practice to clinical scenarios related to each trope. 
Please refer to Table 3.1 Meeting Content for additional details of meeting content. 
 The final two monthly meetings (months eleven and twelve) are in the 
Reflection/Planning category. Participants will again complete two outcome measures, 
the disability subtest of the Implicit Association Test and the Self-Assessment of Clinical 
Reflection and Reasoning. Learning objectives for the Reflection/Planning meetings 
include 1) Development of concrete steps that can be implemented to combat 
assumptions about CWDs, 2) Identification of barriers to change and strategies to 
overcome barriers, 3) Generate, evaluate and modify goals for implementation of 
identified steps based on reflection discussion, 4) Identify and evaluate strategies for 
reflexive practice and plans for implementation of strategies, and 5) Provide feedback on 
course content and structure. These final meetings will also include discussion of the two 
outcome measures, asking participants to reflect on their individual changes, or lack 
thereof, as well as changes in the group’s scores. Questions that may be used to 
encourage reflection on these changes include: 
 Where did you see the greatest change in your own scores? Are you surprised by 
this change? How might this change impact your clinical practice? 
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 Where did you see the least change in your own scores? Are you surprised by this 
lack of change? What steps can you take to elicit change in the future? 
 Where did the group see the greatest overall change? Are you surprised by this 
change? Is it different or the same from your greatest change? 
 Where did the group see the least overall change? Are you surprised by this lack 
of change? Is it different or the same from your least change? What steps can the 
group take to elicit change in the future? 
 What steps are required to continue the changes reflected in these outcome 
measures? 
 What barriers must be overcome to begin changes not reflected in these outcome 
measures? 
Reflection on outcomes is scheduled prior to goal-setting intentionally so that the results 
of this reflective discussion can be incorporated into final goals and action plans 
determined by the group. Participants will be asked to bring a list of at least three 
concrete actions that can be taken to increase their individual use of reflective practice. 
These actions will be used to discuss a group action plan for implementation of reflective 
practice strategies, as well as an outcome measure to measure behavior change intention 
amongst participants (Webb & Sheeran, 2006; Eccles et al., 2006). The final program 
activity will be general reflection on the program overall, such as content, organization, 
scheduling, and logistics. This feedback may be incorporated into future implementations 
of the program in order to improve quality and account for unanticipated barriers to 
effective implementation. 
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The Logistics of Groups 
 The literature around journal clubs offers guidance in the planning, organizing, 
and implementation of discussion-based groups. The proposed program will be held 
monthly at predictable intervals, with meeting dates and times scheduled and shared with 
participants at least three months in advance and spanning a total of one year (Honey & 
Baker, 2011; Deenadayalan et al., 2008; Sadeghi et al., 2016; Wilson et al., 2015; and 
Lee et al., 2005). Meeting attendance will be semi-mandatory; participants who agree to 
join the group must attend the first two (Introduction to context, parts I & II) and final 
two (Goal setting & planning and Program Reflection) monthly meetings, during which 
the most crucial scaffolding and key topics will be discussed. Participants must also 
commit to attending five of the eight monthly meetings which focus on discussing and 
reflecting on specific tropes (Deenadayalan et al., 2008 & Caracci et al., 2016). Brief 
written minutes of group meetings will be made available following discussions to any 
participants who were unable to attend a particular monthly meeting (Caracci et al., 
2016). 
 Although the evidence for the duration of group meetings is mixed, a 45–50 
minute meeting will be established for this program. While Honey & Baker (2011) 
suggests 60–90 minute meetings, Caracci et al. (2016) limited meetings to only 30 
minutes. Based on logistics of the pilot program site, the above duration will be used to 
allow participants time for transitioning in and out of the meeting, which will be held at a 
shared lunch hour at 12:00pm. However, group meeting time will be maximized by the 
assignment of media clips and brief readings to be completed prior to the group meetings, 
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so that the focus can be on discussion, rather than consumption of the media 
(Deenadayalan et al., 2008; Menon et al., 2009; Honey & Baker, 2011; Lee et al., 2005). 
 Another key feature of this pilot program is the use of incentives for participation 
over the course of the 12-month timeline (Honey & Baker, 2011; Deenadayalan et al., 
2008; Sadeghi et al., 2016; Wilson et al., 2015; Caracci et al., 2016). In the pilot 
implementation of this program, food will be provided by Carolyn Syron, MA, CCC-
SLP, the owner of the target site, serving as an incentive for participation. In the 
secondary implementation phase, food may also be used as in incentive. However, if 
funding for food is unavailable, professional development units or site-based career 
advancement incentives may be used instead (see Funding Plan for further details). An 
additional indirect incentive is the scheduling of group discussion times within work 
hours, such that participants are effectively paid for participation — thus the monthly 
meetings will be scheduled during lunch hours (Honey & Baker, 2011; Deenadayalan et 
al., 2008; Wilson et al., 2015; Lee et al., 2005; Caracci et al., 2016).   
 As previously discussed, discussion meetings for months 3–9, which focus on 
specific tropes about children with disabilities, will be centered on a set of guiding 
questions (see Appendix A: Guiding Questions). The consistent guiding questions will 
also allow participants to rotate discussion facilitation responsibilities, so that all 
participants have the opportunity to take a leadership role and to evenly distribute 
organization duties amongst participants to reduce the burden on any one single 
facilitator (Caracci et al., 2016; Wilson et al., 2015).  
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Teaching and Fostering Reflective Practice 
 The proposed program is based on a journal club model, focusing on discussion of 
tropes about disability in the media instead of academic journal articles. Key features 
include 1) a safe discussion environment, 2) limited group size, 3) use of self-affirmation 
strategies, and 4) use of conversation starters. Key features were included or changed 
from this traditional model to address the program topics of disability tropes, bias against 
people with disabilities, critical reflection on practice and reflexivity in practice.  
1) A non-judgmental and safe environment for discussion is key to the success of the 
program (Teal et al., 2010; Paluck & Green, 2009; and Peden-McAlpine et al., 
2005). In the first two program meetings, the safety of the meeting space will be 
discussed and emphasized to encourage participants to feel that they can speak 
freely about and reflect upon their assumptions and biases (Burgess et al., 2007; 
Peden-McAlpine et al., 2005; Vachon & LeBlanc, 2011; Schwartz et al., 2010). 
Specific ground rules will be set by the group, with all participants agreeing to 
adhere to self-determined guidelines for a safe space. 
2) Limiting groups to a small size of 10 participants is an important feature to 
support the establishment of a safe and comfortable environment for discussion 
(Teal et al., 2010; Paluck & Green, 2009; and Peden-McAlpine et al., 2005). 
3) The self-affirmation strategy of reflecting on one’s own positive values and 
intentions will be employed to further support the safe environment for discussion 
(Burgess et al., 2007); Vachon & LeBlanc, 2011; and Paluck & Green, 2009; 
McQueen & Klein, 2006). 
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Structured “conversation starters” are defined as strategies that “lead people to recognize 
their unconscious biases” (Burgess et al., 2007).  The Implicit Association Test (IAT) 
disability subtest will be utilized as both a conversation starter and as an evaluation and 
outcome measure tool (see Chapter 4: Dissemination Plan for additional details (Burgess 
et al., 2007; Teal et al., 2010; and Paluck & Green, 2009). The IAT will be completed by 
participants prior to the initial program meeting and results will be discussed in order to 
trigger discussion and reflection on assumptions and biases held by rehabilitation 
professionals about people with disabilities. The Self-Assessment of Clinical Reflection 
and Reasoning (SACRR) will be used similarly — as a “conversation starter,” as well as 
an evaluation and outcome measure (Scaffa & Wooster, 2004; Royeen et al., 2001). 
During the program meetings which focus on consuming and reflecting on media 
portrayals of children with disabilities, discussions will be supported by a set of guiding 
questions to facilitate and trigger reflection on the trope of interest (see Appendix A: 
Guiding Questions). These guiding questions will be applied to all trope discussion for 
cohesion of the overall program topics and goals. The statements from the SACRR will 
also be used to complement these trope discussions, with participants being asked to 
reflect on how the SACRR statements might be applied and understood within the 
context of disability rights and the monthly trope reflection discussion.
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Table 3.1 Meeting Content 
Month 
Meeting 
Topic 
Learning Objectives Key Concepts 
Example Media or 
Materials 
1* 
Introduction 
to context – 
Part 1 
 Discuss the history of disability 
rights 
 Review of the social model of 
disability; apply the social model 
to sample scenarios 
 Describe how stereotyping as a 
natural cognitive process 
 Self-reflect on current awareness, 
using the Implicit Association 
Test and the Self-Assessment of 
Clinical Reflection and 
Reasoning (SACRR). 
 Establish safe environment for 
discussions 
 Disability rights: equal civil rights 
and social access for PWDs 
 Social model of disability: 
framework which posits that 
disability is constructed and 
defined by the society in which 
they exist, shaped by social and 
political structures, as well as 
individual subjective 
interpretations of reality which are 
influenced by one’s socialized role 
within a society 
 IAT: 
https://implicit.harvard.
edu/implicit/ 
 See Appendix B for 
Self-Assessment of 
Clinical Reflection and 
Reasoning 
 Reading assignment: “A 
Brief History of the 
Disability Rights 
Movement” (Anti-
Defamation League, 
n.d.) 
2* 
Introduction 
to context – 
Part 2 
 Identify how vulnerability of 
childhood is socially constructed; 
apply to sample scenarios 
 Understand and give examples of 
how bias can negatively impact 
therapeutic outcomes 
 Differentiate between critical 
reflection and reflexivity 
 Establish safe environment for 
discussions 
 Recognize and differentiate 
ineffective stereotype suppression 
 Sociology of childhood: 
framework which posits that the 
concept of childhood is socially 
constructed, much like in the social 
model of disability; biological 
vulnerabilities are conflated with 
constructed vulnerabilities to 
justify the marginalized role of 
children 
 Critical reflection: “reflection-on-
action” 
 Reflexivity: “reflection-in-
 Reading assignment: 
“The stairs don’t go 
anywhere!”: A self-
advocate’s reflection on 
specialized services and 
their impact on people 
with disabilities. An 
interview with Norman 
Kunc. (Giangreco, 
M.F., 1996) 
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strategies from effective counter-
stereotyping strategies 
 Establish short and long-term 
goals for group participation. 
practice” 
 Reflective practice: umbrella term 
to encompass critical reflection and 
reflexivity 
 Stereotype suppression: conscious 
attempts to control and decrease 
stereotyped thinking 
 Rebound effect: increased 
stereotyped thoughts and actions 
following attempts at suppression 
3 
Introduction 
to tropes 
 Define a trope 
 Identify tropes about people with 
disability (PWDs) that are 
portrayed in media (villains, 
freaks, sexual deviants) 
 Apply understanding of tropes to 
media examples 
 Identify and critically evaluate 
how portrayals of PWDs in media 
can influence assumptions and 
behavior 
 Trope: images or stereotypes that 
are repeated within culture and are 
readily recognized; results in 
shared assumptions by those living 
in society. 
 Disabled villain trope: disability is 
used as a physical manifestation of 
inner evil. 
 Disabled sexual deviants trope: 
disability is linked with deviant 
sexual desires which endanger 
those without disabilities. 
 PWDs as “freaks”: portrays PWD 
as inhuman and other; objects of 
fascination and horror for those 
without disabilities. 
 Reading assignment: 
How disfigured villains 
like "Wonder Woman's" 
Dr. Poison perpetuate 
stigma (Leary, 2017). 
4 
Forever A 
Child 
 Discuss, analyze, and reflect on 
media portrayals of CWDs that 
infantilize them and ascribe 
additional vulnerability 
 children with disabilities are 
portrayed as angelic and forever 
child-like and innocent as a result 
of their disabilities; they are 
 See Appendix D: Trope 
Module – Forever a 
Child for full meeting 
content 
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 Deconstruct this trope and reflect 
on its implication for practice 
assumed to retain this “child-like” 
state even into adulthood. 
5 
Object of 
Pity & 
Charity 
 Discuss, analyze, and reflect on 
media portrayals of CWDs that 
suggest they are objects of pity 
 Deconstruct this trope and reflect 
on its implication for practice 
 Portrays CWDs as “suffering” and 
“victims” of their disability and 
positions them as dependent on 
nondisabled people for support, 
without necessary social, 
structural, and political changes 
that would truly increase access. 
  Reading assignment: 
“No Longer One of 
‘Jerry’s Kids’” (Mattlin, 
2007)   
6 
Puzzle to 
Fix 
 Discuss, analyze, and reflect on 
media portrayals of CWDs which 
present them as puzzles to solve 
or problems to fix  
 Deconstruct this trope and reflect 
on its implication for practice 
 Portrays CWDs as broken or 
missing essential pieces and thus in 
need of fixing; emphasis on the 
need to “improve” the child to a 
“normal” life which they have not 
experienced 
 YouTube “Child’s Play 
Lokomat” (Child’s 
Play, 2014) 
 YouTube “Tell Me a 
Story: Robotic Legs 
Give Parents Hope that 
Son May Learn to 
Walk” (Cincinnati 
Children’s, 2011) 
7 
Inspiration 
Porn 
 Discuss, analyze, and reflect on 
media portrayals of CWDs serve 
as inspiration porn 
 Deconstruct this trope and reflect 
on its implication for practice 
 CWD are portrayed as 
inspirational, brave, or special 
simply for living; reduces the child 
to their disability 
 YouTube “Inspiration 
Porn – Speechless” 
(ABC Television 
Network, 2017) 
 View comic 
“Spectators” (Oddi & 
Oddi, 2016) 
8 
“Unmitigated 
Tragedy” 
 Discuss, analyze, and reflect on 
media portrayals of CWDs that 
suggest that they are a source of 
“unmitigated tragedy” in their 
families and communities 
 This trope positions the parents of 
a child with disabilities as those 
most in need of social supports, 
shifting the focus far from the need 
to provide support and access for 
 See Appendix E: Trope 
Module – Unmitigated 
Tragedy for full 
meeting content 
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 Deconstruct this trope and reflect 
on its implication for practice 
the child. Within this trope, 
children with disabilities are 
reduced to the burden that they 
place on their families, rather than 
the rights and access that are 
denied to them as a human right. 
9 
Better Off 
Dead 
 Discuss, analyze, and reflect on 
media portrayals of children with 
disabilities (CWDs) that suggest 
they would be “better off dead” 
 Deconstruct this trope and reflect 
on its implication for practice 
 “Better off dead”: disability is 
portrayed as a burden so great and 
a fate so awful that the individual 
would be “better off dead.” 
 See Appendix F: Trope 
Module – Better Off 
Dead for full meeting 
content 
10 
Autism 
Speaks 
 Apply trope concepts from 
previous discussions to media 
created and distributed by Autism 
Speaks 
 Identify and compare differences 
in portrayals of CWDs by 
organizations with leaders and 
members with autism 
 Reflect on how these tropes 
influences assumptions and 
practice of rehabilitation 
professionals 
 Autism Speaks is a well-known 
autism advocacy group with no 
leadership identifying as autistic or 
having autism. They have been 
heavily criticized by people with 
autism for omission of autistic 
voices, portrayal of children with 
autism as burdens, focus on curing 
ASD, and discussions of killing 
children with autism. Some 
individuals with autism view 
Autism Speaks as a hate group. 
YouTube “Autism 
Every Day” (Autism 
Speaks, 2011) 
YouTube “I Am 
Autism” (Autism 
Speaks, 2016) 
11* 
Goal setting 
and 
planning 
 Devise set of concrete steps that 
can be implemented to combat 
assumptions about CWDs 
portrayed in these tropes 
 Self-reflect on current awareness, 
using the Implicit Association 
 Setting concrete goals for behavior 
change increases behavior change 
 Continued review of reflective 
practice 
 Participants will each 
bring three concrete 
action plan ideas for 
discussion and review. 
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Test and the Self-Assessment of 
Clinical Reflection and 
Reasoning (SACRR). 
 Identification of barriers to 
change and strategies to 
overcome barriers 
 
12* 
Program 
Reflection 
 Generate, evaluate and modify 
goals for implementation of 
identified steps based on 
reflection discussion 
 Identify and evaluate strategies 
for reflexive practice and plans 
for implementation of strategies 
 Provide feedback on course 
content and structure 
 
 IAT: 
https://implicit.harvard.
edu/implicit/ 
 See Appendix B for 
Self-Assessment of 
Clinical Reflection and 
Reasoning 
 * denotes mandatory meeting attendance for all participants
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Outcomes 
 The primary goal of the proposed program is to foster and increase reflective 
practice, including critical reflection and reflexivity, in rehabilitation professionals 
working in pediatric settings. Secondary goals include increased knowledge about 
disability rights, disability studies, the social model of disability, and the ability to 
identify tropes about children with disabilities that are frequently portrayed in the media. 
As outlined in Table 3.1 and Features of the Program, this program will use results of the 
disability subtest of the Implicit Association Test (IAT) and responses to the Self-
Assessment of Clinical Reflection and Reasoning to measure change in the primary 
outcome. Participants’ ability to create at least three concrete action plan items to 
increase their use of reflective practice will be used to measure behavior change 
intentions following program completion. 
Personnel 
 Personnel required and key roles prior to, during, and following monthly meetings 
are outlined in Table 3.2 Roles: Primary Pilot Implementation and Table 3.3 Roles: 
Secondary Implementation. Table 3.2 Roles: Primary Pilot Implementation outlines 
personnel roles in the primary pilot implementation of the proposed program, while Table 
3.3 Roles: Secondary Implementation outlines these roles in any secondary 
implementation phases.
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Roles: Primary Pilot Implementation 
Role 
Responsibilities prior to 
meeting 
Key responsibilities during to 
meeting 
Key responsibilities following 
meeting 
Funder 
(Carolyn 
Syron) 
 Prior to initiation of program, 
approve funding for materials 
and food 
  
Program 
developer 
(author) 
 Develop detailed trope 
description outline 
 Select examples of trope from 
recent media 
 Order and ensure delivery of 
catered lunches 
 Be available to meeting facilitator 
as needed for support or questions 
 Obtain feedback from participants 
regarding all aspects of programming 
 Track overall attendance of 
participants to mandatory and 
elective meetings 
 Facilitate transition of meeting 
facilitator responsibilities to next 
participant in rotation 
 Evaluation and analysis of program 
outcomes and feasibility 
Meeting 
facilitator 
(rotating) 
 Gather and electronically 
disseminate media examples of 
tropes (obtained from program 
developer) 
 Reach out to participants at 
least one week in advance of 
meeting as a reminder and 
encouragement for participation 
 Additional research on trope 
topic as needed 
 Review trope definition and clarify 
as necessary for group participants 
 Brief review of media example 
content to be discussed 
 Lead group discussion with via 
guiding questions (see Appendix 
A: Guiding Questions) 
 Sharing of personal clinical 
scenario or hypothetical scenario 
related to trope 
 Provide feedback to program 
developer on program content 
 10-minute meeting with next month’s 
meeting facilitator (current secretary) 
to ease transition of responsibilities 
 
Secretary 
(rotating) 
 Obtain method to record 
minutes of meeting 
(pencil/paper, portable 
 Record minutes of meeting, 
including discussion topics not 
covered in provided trope module 
 Translate meeting minutes into typed 
or legible notes saved in an electronic 
format to provide to all participants 
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computer, audio recording 
device) 
outline, questions from 
participants, responses to guiding 
reflection questions, clinical or 
hypothetical practice scenarios 
shared 
in program, including those that were 
unable to attend monthly meeting 
 10-minute meeting with meeting 
facilitator to prepare to act as 
facilitator at next meeting 
 5 to 10-minute meeting with next 
month’s secretary to ease transition 
of responsibilities 
Table 3.2 Roles: Primary Pilot Implementation   
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Roles: Secondary Implementation 
Role Responsibilities prior to meeting Key responsibilities during 
to meeting 
Key responsibilities following 
meeting 
Facility 
director(s) 
 Review and approve program for 
implementation 
 Establish implementation schedule 
 Obtain or approve funding for 
program costs (See Funding Plan 
for full funding needs and resources) 
 Assign lead program implementer 
role 
 Establish target goals and outcomes 
of program implementation 
 Recruit up to 10 clinicians for 
participation 
 Determine incentives for 
participation 
 Attendance and 
participation is elective 
 May wish to attend some or 
all monthly meetings to 
monitor implementation 
and progress 
 Obtain feedback from participants 
and lead implementer regarding all 
aspects of programming 
 Convey supports and barriers of 
program implementation to lead 
author 
 Offer support to lead implementer 
as needed 
Lead 
program 
implementer 
 Order and ensure delivery of catered 
lunches 
 Support meeting facilitator in 
gathering and disseminating media 
examples as needed 
 Additional research on trope topics 
as needed 
 Obtain method to record minutes of 
meeting (pencil/paper, portable 
computer, audio recording device) 
 Be available to meeting 
facilitator as needed for 
support or questions 
 Record minutes of meeting, 
including discussion topics 
not covered in provided 
trope module outline, 
questions from participants, 
responses to guiding 
reflection questions, 
clinical or hypothetical 
practice scenarios shared 
 Obtain feedback from participants 
regarding all aspects of 
programming 
 Track overall attendance of 
participants to mandatory and 
elective meetings 
 Facilitate transition of meeting 
facilitator responsibilities to next 
participant in rotation 
 Translate meeting minutes into 
typed or legible notes saved in an 
electronic format to provide to all 
participants in program, including 
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those that were unable to attend 
monthly meeting 
Meeting 
facilitator 
(rotating) 
 Gather and electronically 
disseminate media examples of 
tropes (obtained from program 
developer) 
 Reach out to participants at least one 
week in advance of meeting as a 
reminder and encouragement for 
participation 
 Additional research on trope topic as 
needed 
 Review trope definition 
and clarify as necessary for 
group participants 
 Brief review of media 
example content to be 
discussed 
 Lead group discussion with 
via guiding questions (see 
Appendix A: Guiding 
Questions) 
 Sharing of personal clinical 
scenario or hypothetical 
scenario related to trope 
 Provide feedback to program 
developer on program content 
 10-minute meeting with next 
month’s meeting facilitator to ease 
transition of responsibilities 
 
Table 3.3 Roles: Secondary Implementation 
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Recruitment 
 Recruitment for Disability in the Media for Rehabilitation Professionals: A Pilot 
Program to Foster Reflective Practice will differ between the primary pilot program 
stage and the secondary implementation phase. Target service recipients for the primary 
stage are identified as clinicians (occupational therapists and speech and language 
pathologists) at the target facility in Northern Virginia. Enrollment in the program will be 
available to all clinicians at the target facility, though limited to a total of 10, based on 
availability for participation.  
Target service recipients for secondary implementation are owners/directors/other 
stakeholders at small pediatric settings in the United States. Clinicians at these practices 
might include occupational therapy practitioners, speech and language pathologists, 
physical therapy practitioners, or behavioral therapy practitioners. Larger facilities or 
facilities that are part of a larger healthcare or hospital system are not ideal candidates for 
the secondary implementation of the current program, as the currently limited research 
about the present program is considered to be too great a barrier for realistic adoption and 
implementation in a setting with greater bureaucratic hurdles and higher standards of 
system change adoption. Inclusion criteria for participation are being a rehabilitation 
professional (such as an occupational therapy practitioner, a speech and language 
pathology practitioner, a physical therapy practitioner, or a behavioral therapist) and 
willingness to participate in the 12-month program, with a commitment to attend at least 
9 monthly meetings. The target number of participants for the program is 10. See 
Chapter 4: Dissemination Plan for additional recruitment information. 
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Potential Barriers to Implementation 
 The following table (Table 3.4 Potential Barriers to Program Implementation) 
outlines potential barriers or challenges to implementation and proposed solutions. 
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Potential Barriers to Implementation 
Potential Barrier Proposed Solution 
Funding  See Funding Plan for potential funding sources. 
Low attendance 
 Open-ended survey questions to gather information about perceived barriers to attendance. 
 Adjustments to scheduling, incentives, etc. may be made to address participant responses. 
Limited participation 
 Discuss and re-negotiate ground rules of meetings as a safe place to meet participant needs 
 Anonymous feedback from participants about their comfort with meeting environment and 
potential supports to increase participation. 
Scheduling conflicts 
 Seek management support of program to adjust schedules to include shared lunch hour. 
 Use electronic scheduling tools such as Doodle.com to find dates and times for meetings 
for majority of participants. 
 Propose non-work meeting times with options to “flex” or receive additional paid time off 
to reflect additional work time. 
Attrition 
 Use open-ended survey questions to gather information regarding participant attrition 
 Adjustments to scheduling, incentives, etc. may be made to address participant responses 
and encourage re-engagement in program. 
Filling lead implementer role 
 Additional incentives for increased responsibilities of lead role in secondary 
implementation (might include monetary bonus, additional paid time off, decreased 
caseload demands) 
Difficulty accessing media 
 Establish additional meeting time for participants who are unable to access media to meet 
as a group to review media examples. 
 Locate new media examples of tropes if example becomes unavailable (such as being 
removed from YouTube or goes behind a paywall). 
Negative feedback about 
program content 
 Adjustments to course organization and content may be made to address concerns raised by 
participant feedback 
Table 3.4 Potential Barriers to Program Implementation 
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Evaluation Plan 
 
The vision of the author’s program is the development and implementation of a 
group-based program to increase reflective practice by reflecting on portrayals of 
disability in the media, with a specific focus on stereotypes around children with 
disabilities. The target population for the program is rehabilitation professionals at small 
to medium interprofessional pediatric practices. The program will be based on a journal 
club model, with participants consuming media, discussing the tropes and stereotypes 
portrayed in that media, and discussing implications for practice. The goal will be to 
develop an effective and successful program which will increase reflection on and in 
practice to interrupt the cycle of reinforcing stereotypes and the potential negative impact 
on therapeutic relationships. Please refer to Figure 3.1 for full logic model. Program 
evaluation can be divided into three sections:  Feasibility Evaluation, Outcome 
Evaluation, and Feedback from Initial Participants. 
Feasibility Evaluation 
 Evaluation of program feasibility will focus on evaluating logistical elements of 
the proposed program. In this stage of the evaluation plan, the author will gather 
quantitative data from participants via attendance at monthly meetings. Please see Table 
3.5 below for data collection details. 
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Feasibility Evaluation 
Data Collection Plan Feasibility Determinants 
Meeting 
completion 
 Author will attend all meetings and 
track if all twelve meetings are 
scheduled and completed 
 All twelve meetings 
are scheduled and 
completed 
Program 
duration 
 Author will attend all meetings and 
track dates to determine time 
between initial and final meeting 
 The time between the 
initial and final 
meeting is no more 
than 14 months 
Media 
consumed 
 Author will attend all meetings to 
track self-report of consumption of 
media examples (video, print, 
audio, etc.) 
 Participants will self-
report consumption of 
at least 75% of 
assignment media 
examples 
Attendance 
 Author will attend all meetings to 
track participant attendance 
(individually and average meeting 
attendance) 
 Individuals attend the 
initial and final two 
meetings as well as at 
least five of the eight 
trope discussions 
 An average of seven of 
the ten participants 
attend each monthly 
meeting 
Attrition 
 Number of meetings attended and 
final meeting attended by 
practitioners who cease 
participation in the program 
 No more than one 
participant ceases 
participation in the 
program. 
Cost 
 Actual program costs will be 
compared to projected budget 
 Actual program costs 
do not exceed the 
projected budget by 
more than $150 
Meeting 
duration/content 
addressed 
 Author will attend all meetings to 
track amount of total content 
covered in each meeting to 
determine if meeting duration is 
appropriate for pilot program 
content 
 At least 75% of total 
content is covered in 
each meeting 
Table 3.5 Feasibility Evaluation 
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Data collected from meetings will be analyzed using Microsoft Excel and 
appropriate statistical analysis to data type. Please refer to Feasibility Determinants 
above for details of feasibility thresholds. Results of the feasibility evaluation will be 
shared with stakeholders to reflect on feasibility of program implementation in secondary 
and tertiary stages. Necessary changes or additional recommendations will be discussed 
as needed to address any unanticipated barriers to implementation.  
Outcome Evaluation 
This program evaluation research design will include quantitative methods. The 
quantitative research will utilize a prospective, quasi-experimental repeat measures 
(pretest-posttest) design where participants serve as their own controls. Once participants 
choose to enroll in the program, they will complete the SACRR (Likert-style questions) 
and the disability subtest of the IAT as a pretest.  A pretest survey will also gather 
participant characteristics such as level of interest, reason for enrolling, and practice 
background. These characteristics will be used during data analysis to determine if these 
factors have potential to conflict with or support stated program outcome achievement. 
By gathering this information during program evaluation, the effectiveness of program 
and the applicability of this program to secondary sites, as well as to future clinicians, can 
be evaluated and used to guide implementation.  
Following program completion, they will complete the SACRR and the disability 
subtest of the IAT again as a posttest. Changes in responses to these items will also be 
used as “conversation starters” within the final two meetings, allowing participants an 
opportunity to reflect on their own outcomes. Additionally, participants will be asked to 
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bring a list of at least 3 concrete action plan steps or goals that they plan to complete in 
order to increase their use of reflective practice. The ability to generate these goals will 
be used to measure intention for behavior change, as intention for behavior change has 
been shown to be an appropriate proxy measure for behavior change (Webb & Sheeran, 
2006; Eccles et al., 2006). The author will review the submitted action plans and goals to 
determine if they are concrete steps that are related to changes in reflective practice. 
Data will be analyzed using Microsoft Excel and appropriate statistical analysis to 
data type. Please see Table 3.6 for specific analysis. Results of the proposed program 
evaluation will be shared with stakeholders and advisors to reflect on efficacy of the 
program in meeting goals and to brainstorm additional recommendations or changes 
necessary for later stages of program implementation. 
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Outcome Analysis 
Measure Outcomes 
Implicit Association 
Test (IAT) 
 Percent of participants with a decrease in the strength of 
their automatic preference for abled or disabled persons 
(ex. From strong preference for abled persons over disabled 
person to slight preference for abled persons over disabled 
person) 
 Correlation between meeting attendance and change in 
preference strength 
 Correlation between media example consumption and 
change in preference strength 
Self-Assessment of 
Clinical Reflection 
and Reasoning 
(SACRR) 
 Compare total score at pre- and post-test administration 
 Compare individual responses at pre- and post-test 
administration to determine areas of greatest change in the 
group 
 Correlation between meeting attendance and change in 
preference strength 
 Correlation between media example consumption and 
change in preference strength 
 Determine what, if any, moderating role any demographic 
or clinical background had on overall and individual scores 
Goal generation  Percentage of participants able to generate at least three 
goals 
 Correlation between meeting attendance and number of 
goals generated 
 Correlation between media example consumption and 
number of goals generated 
Table 3.6 Outcome Analysis 
 
Feedback from Initial Participants 
Another important feature of pilot program evaluation will be to gather feedback 
from initial program participants about the content, logistics, and perceived benefits 
and/or outcomes of program participation. This will be achieved through a posttest 
survey address satisfaction with the course. Surveys will include Likert-style and open-
ended questions. Some feedback questions might include: 
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•  Facility director: What are the benefits of reflective practice? What effect does an 
increased knowledge of disability rights and disability in the media have on 
clinical interactions and patient outcomes? Is the length, duration, and content of 
the program feasible and applicable to clinical practice here? 
• Participants: Do I see a value in a year-long commitment to this program? Are the 
offered incentives motivating to me? What can I gain as a practitioner as a result 
of my participation? Given the length, duration, and content of the program, is it 
feasible and applicable to me to participate?  
Quantitative feedback data from participants will be analyzed using Microsoft Excel and 
appropriate statistical analysis to data type. The author will analyze data to determine the 
percentage of participants who respond affirmatively/positively to each program 
component and which component were viewed most favorably or negatively by 
participants. Responses to open-ended survey questions will be reviewed by the author 
and the circle of advisors and experts and compared to current program features. Results 
of this feedback will be used to reflect on efficacy of the program in meeting goals and to 
make changes as necessary to improve the program content and format in order to meet 
stated outcomes. 
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Figure 3.1 Logic Model
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Funding Plan 
Program Description 
 
 Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice seeks to encourage rehabilitation professionals at a private 
pediatric practice to engage in thoughtful discussion about tropes about children with 
disability from media sources. Tropes are defined as images or stereotypes that are 
repeated within culture and are readily recognized; results in shared assumptions by those 
living in society. Through this discussion, reflection questions focus on applying 
investigation of these tropes to current practice, with the goal of increasing reflexivity 
(reflection-in-practice) and critical reflection (reflection-on-practice) among the 
professionals. Based on a traditional journal club model, this “media club” will include 
monthly lunch meetings to cover topics such as the history of disability studies, media 
influences on perceptions of reality, and targeted discussions about media examples of 
specific tropes about children with disabilities that are repeated and reinforced by these 
portrayals. Participants will have access to short media clips/sources and readings prior to 
meetings and core questions will be applied to all topics to encourage meaningful and 
reflective discussion. Participants will be encouraged to reflect on how these tropes have 
influenced their assumptions and practice, as well as to problem solve ways to counteract 
these damaging stereotypes through reflective practice and reflection on their therapeutic 
interactions. 
 This section will outline the costs associated with the pilot program, as well as 
potential funding sources for secondary implementation and dissemination beyond the 
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target pilot program participants and location. 
Funding Plan Introduction 
 
This funding plan addresses two funding scenarios: 1) implementation of the 
proposed pilot program at the target pediatric practice in Northern Virginia and 2) the 
costs of additional implementation and dissemination at other practices in the area or 
country. The first scenario addresses the costs of program implementation at Skill 
Builders LLC, a private pediatric practice in Annandale, Virginia. The second scenario 
addresses costs incurred if the program were to be expanded to other clinics and 
associated costs of replicating the proposed program.  
Needed Resources: Budget 
 The resources for the initial pilot program implementation have been generously 
donated by the owner and director of Skill Builders, LLC, Carolyn Syron, MS, CCC-
SLP, as well as time donated by this author. These expenses include access to 
computers/internet media, Microsoft Word programming, printing of 10–15 reflection 
question sheets per meeting, and catered lunch from Panera ($55/10 meeting participants) 
each month. Also covered by this donation: meeting space, chairs, internet access, and 
miscellaneous office supplies. The author currently works four 10-hour days each week 
and plans to donate her weekday off to the continued development and implementation of 
the program. 
 The budget for the expansion and replication of the proposed program would be 
similar to those listed previously. Program materials, such as guided reflection sheets, 
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description of tropes, and media sources, will be available electronically; materials may 
be printed out in hard copy if an individual chooses, but can also be accessed by 
computer to avoid this additional cost. However, when expanded, participants would also 
be asked to donate their time to organize, share materials, and facilitate group meetings, 
with these responsibilities rotating between participants each month. The use of the 
National Board Certification in Occupational Therapy (NBCOT) study guide form will 
be used to track activities and learning so that participants can receive Professional 
Development Units (PDUs) towards re-certification and licensing required to be an 
occupational therapy practitioner (see Appendix G: NBCOT Study Group Report Form) 
(NBCOT, 2012). The program will also meet the requirements for speech and language 
pathologists to receive PDUs through the American Speech and Hearing Association 
(ASHA). See Table 3.7: Funding Budget for more details. 
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Funding Budget 
Budgeted Item Pilot Stage Expansion Justification 
Time/Salary 
 
 Donated by author 
on weekday off. 
 
 2 hours/month 
preparation by group 
facilitator at 
administrative rate 
of $30/hour or 
application of hours 
towards professional 
development units 
through the 
American 
Occupational 
Therapy Association 
(AOTA) or the 
American Speech-
Language-Hearing 
Association 
(ASHA). 10 
meetings total per 
program for total of 
$720 or 20 
professional 
development units 
(PDUs). 
 
 
 The author will 
donate her one 
weekday off each 
week (works 4 10–
hour days; Monday–
Thursday) to 
continued 
development and 
implementation of 
program without loss 
of salary or need for 
paid time off (PTO). 
In expansion phases, 
group facilitators may 
be compensated at an 
administrative salary 
rate of $30/hour or 
receive professional 
development units 
through national 
association 
Supplies 
 
 Microsoft 
programs: $69.99 
(already owned) 
 
 Computer: 
$1500/unit (already 
owned) 
 
 Internet access: 
$69.99/month 
(home and work 
access already 
paid) - $840 total 
 
 Microsoft programs: 
$69.99 (optional) 
 
 Computer: 
$1500/unit (already 
owned) 
 
 Internet access: 
$69.99/month - $840 
total 
 
 Microsoft Office 
software is already 
owned at both home 
and program site, as 
are computers with 
internet access. 
Access to computers 
and internet will also 
be necessary in the 
expansion stage, 
though access to 
Microsoft Office 
programs will be 
optional, as program 
materials will be 
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available online in a 
Portable Document 
Format (PDF), which 
can be accessed on 
any computer with 
the use of free 
software available 
online. 
 
Materials 
 
 Printed materials: 
$0.10/page for 
black and white; 2–
3 pages required 
per person per 
meeting (Staples 
printing prices) for 
10 meetings. Total 
of $2–3 per person 
for duration of 
program. 
 
 Catered lunches: 
available for 
$55/10 people. 
Over 10 meetings 
for a total of $550. 
 
 Both donated in 
full by facility 
owner/director 
 
 Printed materials: 
$0.10/page for black 
and white; 2–3 
pages required per 
person per meeting 
(Staples printing 
prices) for 10 
meetings. Total of 
$2–3 per person for 
duration of program. 
 
 Catered lunches: 
available for $55/10 
people. Over 10 
meetings for a total 
of $550.  
 
 Minimal printed 
materials are required 
for each monthly 
meeting and can be 
further minimized by 
participants accessing 
materials 
electronically. 
Facilities with in-
house access to 
printing may be able 
to further reduce 
costs because of bulk 
materials rates. 
 
 The evidence 
supports the 
provision of food as 
an incentive for 
program participation 
and attendance. 
Panera Bread, a 
national sandwich 
and salad chain, 
offers lunch catering 
for $55 to serve 10 
people. 
 
Dissemination 
Plan 
 Not applicable  $1730 (including 
maximum estimated 
travel costs) 
 
 See Chapter 4: 
Dissemination Plan 
for more details 
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Total expense 
 
$1,420* 
  
 
$3,870**  
 
*to meet needs of 10 
participants (including 
internet costs) – all 
donated by facility 
owner/director 
 
**to meet the needs of 
10 participants 
(including internet 
costs and payment of 
administrative rates for 
facilitator tasks) 
 
Table 3.7 Funding Budget 
Available Local Resources 
 Funding for this program will be provided by in-kind resources and grants. As 
outlined previously, the pilot stage of this program will be funded fully by in-kind 
donations of all expenses by the pilot site owner, Carolyn Syron, MS, CCC-SLP. This 
will include meeting space, access to technology, lunch provisions, and paper supplies. 
This generous donation will meet all pilot stage budget needs. 
 Funding for later implementation will vary; this author expects that facilities that 
adopt the program will fund it through a combination of in kind donations and grants. See 
Table 3.8 Potential Grant Sources for available grant details.
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Potential Grant Sources 
Grant Title: Criteria for application: 
Boston University Dudley Allen 
Sargent Research Fund: Doctoral 
Student Fund 
 Any student enrolled in a Boston University Sargent College post-professional 
doctoral program can apply. 
 Evaluated according to importance and relevance of the research questions, 
adequacy of research design, proposed methods, and feasibility of project 
 Max award: $5,000 
United Hospital Fund 
 If implemented in New York state, by a not-for-profit facility, program facilitators 
could apply for this grant, which focuses on improving care for vulnerable New 
Yorkers, with an emphasis on projects that have a broad system impact 
 Requires project cost, grant request, implementation plan, evaluation plan, expected 
results, and dissemination plan. 
 Awards range from: $50,000– $125,000 for up to a two-year period 
D.C. Developmental Disabilities 
Counsel (DDC): Small grants 
 Based on availability of funding within the DDC budget. 
 Small grant awards up to $10,000 awarded to small, one-time-only projects or 
activities of a limited duration 
Virginia Board for People with 
Disabilities: Inclusive Communities 
Grant Program 
 The Board’s mission is to advance opportunities for independence, personal 
decision-making, and full participation in community life for individuals with 
disabilities. 
 Eligible programs are designed to result in sustainable systems change of a specific 
need and effect long-term changes in practices. 
 Rewards available from $10,000–200,000 for 18–24-month grant periods. 
Maryland Developmental 
Disabilities Counsel: Small Grants 
 Mission to advance the inclusion of people with developmental disabilities in all 
facets of community life by eliminating barriers, creating opportunities, empowering 
people, and promoting innovation. 
 Supports initiatives which are aligned with the mission of the Maryland 
Developmental Disabilities Counsel and will have an impact that lasts beyond the 
grant period 
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 Awards available up to $2,500 
Walmart Community Grants 
 Available to organizations holding a current tax-exempt status under Section 
501(c)(3), (4), (6) or (19) of the Internal Revenue Code 
 Awards available for $250–$2,500 
Rotary Club 
 Grant eligibility and awards vary based on local chapter. 
 In Washington DC, organization which demonstrate need for small capital items or 
“seed money” for special services that provide direct and tangible benefits 
principally within the District of Columbia are eligible. 
 Awards available from $1,000 to $5,000 
The USAA Foundation, Inc.: 
Support for Military Caregivers, 
Families of the Fallen, Wounded & 
Children 
Available to organizations with current tax-exempt status under section 501(c). 
 Applicable in-scope priorities: caregiver education and training, community 
support, respite care. 
 Minimum grant request of $1,000; average awarded grants are between $5,000–
$25,000 
Table 3.8 Potential Grant Sources
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Conclusion 
Overall, the expenses to develop and implement Disability in the Media for 
Rehabilitation Professionals: A Pilot Program to Foster Reflective Practice contain 
time/salary for the therapist developing the program, as well as supplies and materials. 
The total expense for the primary pilot implementation is $1,420. For secondary 
implementation, total expenses are $3,870. In order to cover these expenses, local in-kind 
resources will be sought out and applications to federal, state, and private grants will be 
completed.  
The next chapter outlines the dissemination plan including target audiences, 
activities, and the goals of the dissemination, and their costs. 
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CHAPTER 4: DISSEMINATION PLAN 
 
Introduction 
Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice is a year-long “media club,” based on a traditional journal club 
model. Monthly meetings will seek to encourage rehabilitation professionals at a 
community-based pediatric practice to engage in thoughtful discussion about tropes about 
children with disability from media sources. Tropes are defined as images or stereotypes 
that are repeated within culture and are readily recognized; results in shared assumptions 
by those living in society. Through this discussion, reflection questions focus on applying 
investigation of these tropes to current practice, with the goal of increasing reflexivity 
(reflection in practice) and critical reflection (reflection on practice) amongst the 
professionals. Participants will have access to short media clips/sources and readings 
prior to meetings and core questions will be applied to all topics to encourage meaningful 
and reflective discussion. Participants will be encouraged to reflect on how these tropes 
have influenced their assumptions and practice, as well as to problem solve ways to 
counteract these damaging stereotypes through reflective practice and reflection on their 
therapeutic interactions. 
Dissemination Goals 
 Long Term Goal: The dissemination of the program to both the primary and 
secondary audiences will lead to increased knowledge about disability tropes in 
the media and the use of reflective practice by pediatric rehabilitation 
professionals in clinical settings. 
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 Short Term Goal 1: Within three years, at least one additional small to medium-
sized pediatric community-based facility will adopt and implement of Disability 
in the Media for Rehabilitation Professionals: A Pilot Program to Foster 
Reflective Practice. 
 Short Term Goal 2: Within two years, written information and electronic media 
advertising the proposed program will generate at least twenty contacts via email 
and/or phone by members of primary and secondary audiences to the program 
author for further information regarding program adoption and implementation. 
 Short Term Goal 3: Within two years, the author will present the proposed 
program to professionals at a minimum of two state or national rehabilitation 
conferences. 
Primary Target Audience 
The primary target audience for the dissemination efforts will be the heads (owners, 
directors, supervisors) of small to medium-sized community-based facilities serving a 
pediatric population. Dissemination efforts will target this audience with the hopes that 
they will adopt and implement the program at their facility. 
Primary Key Messages 
 Pediatric rehabilitation professionals continue to have minimal exposure to non-
medicalized understandings of disability or critiques from the disability 
community. They require new ways to gain expose to this new knowledge and to 
integrate it into the demands and realities of clinical practice.   
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 Pediatric rehabilitation professionals continue to have minimal exposure to 
resources that promote and foster reflective practice. They require new ways to 
gain expose to these strategies and to integrate them into the demands and 
realities of clinical practice. 
 Pediatric rehabilitation professionals possess assumptions about children with 
disabilities that are heavily influenced by oppressive social constructs and 
reinforced by tropes in the media. These assumptions have a negative impact on 
how they position themselves in relation to their clients and how dynamics of 
power operate in the therapeutic relationship. As a result, these assumptions 
negatively impact practitioners’ actions towards clients and the functional or 
quality of life outcomes for these clients. 
 Families and caregivers of children value working with a therapist actively 
engaged in reflective practice and able to consider non-medicalized 
understandings of disability. 
 The use of reflective practice supports the development and maintenance of 
meaningful therapeutic relationships, which in turn supports improved functional 
or quality of life outcomes for children with disabilities. 
Primary Influential Spokespeople 
 Jessica Kramer, PhD, OTR/L given her extensive background in disability studies 
and experience in research on children and youth with disabilities with an 
emphasis on children’s roles in planning research and intervention. 
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 Kate Barrett, OTD, OTR given her focus on and commitment to education of 
rehabilitation professionals with a strong emphasis on teaching and fostering 
reflective practice. 
 Carolyn Syron, MS, CCC-SLP given her funding and support of primary pilot 
implementation of Disability in the Media for Rehabilitation Professionals: A 
Pilot Program to Foster Reflective Practice. 
Secondary Target Audience 
The secondary target audience for the dissemination plan is pediatric 
rehabilitation professionals who work at small to medium-sized community-based 
facilities serving a pediatric population. Dissemination efforts will target this population 
with the hopes of increasing participation in this program. 
Secondary Key Messages 
 Pediatric rehabilitation professionals continue to have minimal exposure to non-
medicalized understandings of disability or critiques from the disability 
community and require new ways to gain expose to this new knowledge and to 
integrate it into the demands and realities of clinical practice.   
 Pediatric rehabilitation professionals continue to have minimal exposure to 
resources that promote and foster reflective practice. They require new ways to 
gain expose to these strategies and to integrate them into the demands and 
realities of clinical practice. 
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 Pediatric rehabilitation professionals possess assumptions about children with 
disabilities that are heavily influenced by oppressive social constructs and 
reinforced by tropes in the media. These assumptions have a negative impact on 
how they position themselves in relation to their clients and how dynamics of 
power operate in the therapeutic relationship. As a result, these assumptions 
negatively impact practitioners’ actions towards clients and the functional or 
quality of life outcomes for these clients. 
 Families and caregivers of children value working with a therapist actively 
engaged in reflective practice and able to consider non-medicalized 
understandings of disability. 
 The use of reflective practice supports the development and maintenance of 
meaningful therapeutic relationships, which in turn supports improved functional 
or quality of life outcomes for children with disabilities. 
Secondary Sources/Messengers 
 Jessica Kramer, PhD, OTR/L given her extensive background in disability studies 
and experience in research on children and youth with disabilities with an 
emphasis on children’s roles in planning research and intervention. 
 Kate Barrett, OTD, OTR given her focus on and commitment to education of 
rehabilitation professionals with a strong emphasis on teaching and fostering 
reflective practice. 
 Jennifer Kaldenberg, MSA, OTR/L, SCLV, FAOTA, Clinical Assistant Professor 
and Academic Fieldwork Coordinator at Boston University, given her regular 
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emails to Sargent College alumni to share job openings and educational 
opportunities. 
 Former graduate classmates and colleagues of the program author through 
recommendation of the proposed program to their facility stakeholders if 
employed or formally employed at a small to medium-sized community-based 
facilities serving a pediatric population. 
 Former program participants through testimonials on the value the program added 
to their knowledge, skill set, and daily practice. 
 Parents of children treated by those participants through testimonials of the value 
of having their therapist actively engaged in reflective practice and able to 
consider non-medicalized understandings of disability. 
Dissemination Activities 
Please refer to Table 4:1 for details regarding dissemination activities for the 
primary audience and secondary audiences. These activities are divided into three 
categories — written information, electronic media, and person-to-person contact. 
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Activity Description of Activity 
Written information 
 
 An article detailing the potential to foster reflective practice 
skills through reflection on disability tropes will be 
submitted to OT Practice or the AOTA Education Special 
Interest Section (EdSIS) quarterly newsletter.  
 An electronic flyer advertising the program and including 
the author’s contact information may be printed out into hard 
copies to advertise at state conferences for rehabilitation 
professionals. 
 
Electronic media 
 
 Program information will be posted to Dr. Jessica Kramer, 
PhD, OTR’s lab website, Youth and Young Adult 
Empowerment, Leadership, and Learning (YELL) Lab. 
 Program information will be advertised via Dr. Jessica 
Kramer, PhD, OTR’s lab twitter account (@bu_yell). 
 Program information will be advertised via Dr. Jessica 
Kramer, PhD, OTR’s lab Facebook page (Project TEAM at 
Boston University).  
 Program information will be advertised via Skill Builders 
LLC website with approval from owner/director Carolyn 
Syron, MS, CCC-SLP. 
 Program information will be shared with Sargent College 
alumni via email by Jennifer Kaldenberg, MSA, OTR/L, 
SCLV, FAOTA. 
 
Person-to-person 
contact 
 
 A proposal for a brief presentation of the goals and content 
of the proposed program will be submitted for presentation 
at the annual American Occupational Therapy Association 
(AOTA) conference, spring 2019.  
 A proposal for poster session or presentation outlining the 
goals and content of the proposed program will be submitted 
for presentation at the annual Virginia Occupational Therapy 
Association conference, (VOTA) fall 2018. 
 A proposal for poster session or presentation outlining the 
goals and content of the proposed program will be submitted 
for presentation at the annual District of Columbia 
Occupational Therapy Association (DCOTA) conference, 
spring 2018. 
 
Table 4:1 Dissemination Activities 
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Dissemination Budget 
Please refer to Table 4:2 for details regarding dissemination budget for the 
proposed dissemination activities. These budget items are divided into three categories — 
written information, electronic media, and person-to-person contact.
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Dissemination Expenses 
Activity Preliminary Budget Description Expense 
Written 
information 
 Article and flyer preparation will require time 
rather than financial support. The author will 
donate time to develop these materials. Any 
editing or feedback from colleagues will also be 
donated. 
 Donated by author on weekday off. 
Electronic media  Once materials are prepared, minimal time and no 
financial support will be required to share and 
advertise the program via electronic media. All 
described activities for dissemination can be 
supported by existing websites and no additional 
funding is required. 
 Donated by author on weekday off. 
 YELL Lab grant funding will also support time 
for posting electronic media and crafting message 
that is consistent with its online media presence. 
Person-to-
person contact 
 National conference attendance: 
 Costs include registration fee, flights, lodging, 
poster printing, and meals and incidental 
expenses 
 
 $1,105 total 
 $299 student registration fee (author is eligible 
through August 2018) 
 $275 roundtrip flights from DC metro area to 
New Orleans, Louisiana 
 $200 3-night hotel accommodations with 
access to full kitchen 
 $75 poster printing 
 $256 estimated meals and incidental expenses 
(U.S. General Services Administration) 
 DCOTA annual conference attendance: 
 Costs include registration fee, poster printing, 
and estimated meals and incidental expenses 
 $194 total 
 $50 early bird registration fee 
 $75 poster printing 
 $69 estimated meals and incidental expenses 
(U.S. General Services Administration) 
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 VOTA annual conference attendance: 
 Costs include registration fee, membership fee, 
poster printing, meals and incidental expenses, 
and travel expenses 
 $431 (plus travel costs $481–$506) total 
 $230 member presenter registration fee 
 $75 annual membership fee 
 $75 poster printing 
 $51 estimated meals and incidental expenses 
(U.S. General Services Administration) 
 travel costs TBD (conference location not yet 
posted, estimated $50–75 for gas) 
Total estimated costs: $1730 (including maximum estimated travel costs) 
Table 4:2 Dissemination Expenses 
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Dissemination Evaluation 
Please refer to Table 4:3 for details regarding evaluation plans for the proposed 
dissemination activities. These evaluation plans are divided into three categories — 
written information, electronic media, and person-to-person contact. 
Dissemination Evaluation 
Activity Evaluation Plan 
Written information  
 Acceptance of a written submission by a practice journal would 
be considered evidence of dissemination. 
 Number of contacts via email and phone referencing the 
program flyer should be considered a measure of success of 
this strategy. 
 
Electronic media  
 Number of contacts via email and phone referencing the 
electronic posting of program materials on websites, Twitter, 
and Facebook be considered a measure of success of these 
strategies. 
 Free Google Analytics coding can be added to the posting of 
program details in a portable document format (PDF) to track 
how often the documents are viewed, downloads, and how long 
users viewed the document (Smith, 2013). This data can be 
used to evaluate effectiveness of this dissemination strategy. 
 Free Google Chrome extension Streak can be used to track 
how many times and by whom an email has been opened, as 
well as report clicks within an email. This data can be used to 
evaluate effectiveness of email as a dissemination strategy. 
 
Person-to-person 
contact 
 
 Acceptance of proposals and participant attendance at 
presentations or poster sessions would be evidence of personal 
presentation.  
 
Table 4:3 Dissemination Evaluation Plan 
  
  
85 
 
Conclusion 
It is anticipated that a deliberate and multifaceted dissemination plan will allow 
for Disability in the Media for Rehabilitation Professionals: A Pilot Program to Foster 
Reflective Practice to reach a variety of audiences, including key organization 
stakeholders, such as heads (owners, directors, supervisors) of small to medium-sized 
community-based facilities serving a pediatric population, as well as pediatric 
rehabilitation professionals. 
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CHAPTER 5: CONCLUSION 
 Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice is an innovative program that seeks to encourage rehabilitation 
professionals at a private pediatric practice to engage in thoughtful discussion about 
tropes about children with disability from media sources. It draws upon extensive 
literature and evidence from two bodies of knowledge — journal clubs and effective 
strategies for teaching and fostering reflective practice. The use of journal clubs for 
independent professional development and skill acquisition has been studied and shown 
to be effective across many medical fields, including rehabilitation professions such as 
occupational therapy, speech and language pathology, and physical therapy. Strategies 
for addressing and reflecting on bias within health care, often with a focus on racial, 
weight, or age biases, have also been a topic interest within the literature as a way to 
address health disparities that are associated with bias by health care providers. Using the 
theoretical lenses of social constructionism and cultivation theory, the proposed program 
seeks to bring together these two fields of evidence in a unique way to address the threat 
of biases against people with disabilities within rehabilitation. 
 Rehabilitation professionals typically pursue their respective fields out of a desire 
to work in a “helping profession” and to feel that they are making a positive impact on 
the lives of others. Most graduate curriculums which educate these future professionals 
offer extensive instruction on the theories and philosophies used to guide practice, but 
neglect to educate future professionals about differing or conflicting perspectives that, 
while challenging to reconcile with rehabilitation philosophies, can also be invaluable to 
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guiding practice. Considering differing perspectives on disability, many of which critique 
rehabilitation sciences as impairment and remediation-focused, can support difficult but 
reflective, thoughtful, and meaningful practice in which professionals and clients work 
collaboratively towards client-centered goals. The proposed program does not seek to 
answer all of the questions or dilemmas that arise from attempts to reconcile traditional 
rehabilitation philosophies with those of people with disabilities and disability rights 
activities, but to reveal to value in this tension and the continued conversation around the 
challenge. By revealing the assumptions and gaps in knowledge or perspectives of 
rehabilitation professionals and offering strategies to fill these gaps and offer a new lens 
through which to view the therapeutic relationship, the proposed program offers a unique 
model for fostering reflective and client-centered practice. 
Additionally, just as rehabilitation professionals are impacted by tropes about 
disability in the media, parents of children with disabilities, especially those without prior 
interaction with people with disabilities, are also affected by these negative assumptions 
about their children. Rehabilitation professionals with a non-medicalized understanding 
of disability might also educate caregivers and families about this perspective. This 
understanding can help parents to see their children with disabilities as agents in their 
own healthcare and life decisions, leading to improved family relationships and family 
quality of life, and perhaps even positive effects on perceived caregiver burden. 
Participants in the proposed program hopefully begin to gain the skills necessary to 
educate families about organizations and resources that consider other perspectives on 
disability, respond to critiques from the disability community, and have disabled 
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leadership and teams, which also work to combat the assumptions reinforced by media 
tropes. 
 While the stated goals of the proposed program focus on increasing reflective 
practice and knowledge about non-medicalized understandings of disability in pediatric 
rehabilitation professionals, it is hypothesized these changes will positively impact the 
well-being of clients and their families. Rehabilitation professions such as occupational 
therapy are grounded in the use of a therapeutic relationship, the way a practitioner and 
client engage with each other in the therapeutic setting and collaborate to meet the 
client’s goals. Without the use of reflective practice, practitioners may develop weak and 
static therapeutic relationships which they may fail to change or adjust based on their 
interactions with clients or efficacy of chosen intervention strategies. When practitioners 
do not reflect on how disability tropes in the media might affect their beliefs and 
assumptions about their clients, their therapeutic interactions may perpetuate negative 
stereotypes about disability which can have a negative impact on youth and their families. 
The use of reflective practice by the practitioner, including reflection on interactions and 
therapeutic approaches after the fact and reflection in within the moment of clinical 
interaction, supports the establishment, maintenance, and constant adjustment of an 
effective therapeutic relationship. A strong and dynamic therapeutic relationship supports 
clients’ well-being, attitude towards therapy, and functional and/or quality of life 
outcomes.  
 There are many barriers and challenges to bringing together these two 
philosophies, both of which are relatively new and still seeking to establish their wider 
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value to society. It is this author’s belief that embracing these tensions and continuing to 
grow rehabilitation professions with these new skills and perspectives will prove valuable 
to professionals, clients, families, and, as alternate perspectives on disability become 
more mainstream, society overall. 
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APPENDIX A: Guiding Questions 
Month ___________________________ 
 
Meeting Topic _____________________ 
 
 
Reflection Guiding Questions 
 
Reflecting on trope: 
 
1. What are the underlying assumptions and beliefs about children with disabilities 
in this clip/article/trope?  
 
2. Why do you think these assumptions and beliefs exist? Where do they come 
from?  
 
3. What is an alternative assumption that could be made about ability, competence, 
and human value that would change the interpretation of this story/clip/example? 
 
Reflecting on practice: 
 
1. How might the assumptions in this trope impact practice? Your practice? 
 
2. How might rehabilitation services inadvertently perpetuate this assumption? How 
can we change that? 
 
3. What did you learn about your own assumptions from experiencing and reflecting 
on this incident? (in reference to an incident discussed in response to a trope) 
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APPENDIX B: Self-Assessment of Clinical Reflection and Reasoning 
Self-Assessment of Clinical Reflection and Reasoning 
 
For each of the questions below, circle the response that best characterizes how you feel 
about the statement, where 1 = Strongly Disagree, 2 = Disagree, 3 = Neither Agree Nor 
Disagree, 4 = Agree, and 5 = Strongly Agree. 
 
 
Strongly 
Disagree 
Disagree 
Neither 
Agree Nor 
Disagree 
Agree 
Strongly 
Agree 
1. I question how, 
what, and why I 
do things in 
practice. 
1 2 3 4 5 
2. I ask myself and 
others questions as 
a way of learning. 
1 2 3 4 5 
3. I don’t make 
judgments until I 
have sufficient 
data. 
1 2 3 4 5 
4. Prior to acting, I 
seek various 
solutions. 
1 2 3 4 5 
5. Regarding the 
outcome of 
proposed 
interventions, I try 
to keep an open 
mind. 
1 2 3 4 5 
6. I think in terms of 
comparing and 
contrasting 
information about 
a client’s problems 
and proposed 
solutions to them. 
1 2 3 4 5 
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7. I look to theory for 
understanding a 
client’s problems 
and proposed 
solutions to them. 
1 2 3 4 5 
8. I look to frames of 
reference for 
planning my 
intervention 
strategy. 
1 2 3 4 5 
9. I use theory to 
understand 
treatment 
techniques. 
1 2 3 4 5 
10. I try to understand 
clinical problems 
by using a variety 
of frames of 
reference. 
1 2 3 4 5 
11. When there is 
conflicting 
information about 
a clinical problem, 
I identify 
assumptions 
underlying the 
differing views. 
1 2 3 4 5 
12. When planning 
intervention 
strategies, I ask 
“What if” for a 
variety of options. 
1 2 3 4 5 
13. I ask for 
colleague’s ideas 
and viewpoints. 
1 2 3 4 5 
14. I ask for the 
viewpoints of 
1 2 3 4 5 
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clients’ family 
members. 
15. I cope well with 
change. 
1 2 3 4 5 
16. I can function with 
uncertainty. 
1 2 3 4 5 
17. I regularly 
hypothesize about 
the reasons for my 
clients’ problems. 
1 2 3 4 5 
18. I must validate 
clinical hypotheses 
through my own 
experience. 
1 2 3 4 5 
19. I clearly identify 
the clinical 
problems prior to 
planning 
intervention. 
1 2 3 4 5 
20. I anticipate the 
sequence of events 
likely to result 
from planned 
intervention. 
1 2 3 4 5 
21. Regarding a 
proposed 
intervention 
strategy, I think, 
“What makes it 
work?” 
1 2 3 4 5 
22. Regarding a 
particular 
intervention, I ask, 
“In what context 
would it work?” 
1 2 3 4 5 
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23. Regarding a 
particular 
intervention with a 
particular client, I 
determine whether 
it worked. 
1 2 3 4 5 
24. I use clinical 
protocols for most 
of my treatment. 
1 2 3 4 5 
25. I make decisions 
about practice 
based on my 
experience. 
1 2 3 4 5 
26. I use theory to 
understand 
intervention 
strategies. 
1 2 3 4 5 
 
Royeen, C. B., Mu, K., Barrett, K., & Luebben, A. J. (2001). Pilot investigation:  
Evaluation of clinical reflection and reasoning before and after workshop 
intervention. Innovations in occupational therapy education, 107–114.
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APPENDIX C: Fact Sheet 
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APPENDIX D: Trope Module – Forever a Child 
Month 8 – Forever a Child 
 
Description of trope: Within this trope, children with disabilities are portrayed as 
angelic and forever child-like and innocent as a result of their disabilities. This is often 
applied to children with multiple severe disabilities or some form of cognitive 
impairment. While almost all children are portrayed as innocent and vulnerable within 
our society, children with disabilities are viewed as forever children because of their 
continued need for support in many occupations. By not becoming independent in all 
areas, as defined in our society, they are assumed to retain this “child-like” state even into 
adulthood. Adulthood, for these individuals, is portrayed as something to be dreaded and 
feared, with this trope reinforcing infantilization to prevent this maturing. 
 
In 2004, Ashley X, a six-and-a-half-year-old girl with static encephalopathy, which 
resulted in multiple, severe disabilities, underwent an elective hysterectomy, removal of 
her breast buds, and began estrogen therapy to stunt her growth (lasting 2 years). Her 
parents had earlier begun calling her a “pillow angel” because she did not move once she 
was placed down (often on a pillow) and “never gave them trouble.” They sought this 
radical intervention due to concerns with future caregiving difficulties, as well as 
potential discomfort associated with menstruation and breast development. By stunting 
Ashley’s growth, they reasoned that she would be easier to move and care for. This 
treatment resulted in significant backlash in multiple communities. A primary criticism is 
that the “Ashley treatment” addresses the problem of serious lack in social, financial, and 
policy support to meet the needs of individuals with multiple, severe disabilities by 
stripping rights from the individual instead of meeting them as a society. Arthur Caplan, 
of the University of Pennsylvania Center for Bioethics, characterized it as “a 
pharmacological solution for a social failure— the fact that American society does not do 
what it should to help severely disabled children and their families.” 
• http://pillowangel.org/ 
• Times part 1 - http://content.time.com/time/nation/article/0,8599,1574851,00.html  
• Times part 2 - http://content.time.com/time/nation/article/0,8599,1575325,00.html 
• https://www.scientificamerican.com/article/the-pillow-angel-case-th/  
 
In the 2016 presidential campaign, Donald Trump was widely criticized for his 
mocking impression of Serge Kovaleski, a New York Times reporter with arthrogryposis. 
His opponent, Hillary Clinton, was considered to be more in tune with the concerns of the 
disability community, speaking out against Trump’s behavior and including individuals 
with disabilities in the DNC speaking programs. However, one campaign ad was 
controversial within the disability community for focusing only on the parents of a young 
girl with disabilities. “Grace,” a child with spina bifida, was pictured in the ad, but not 
given the opportunity to speak for herself. Her parents spoke lovingly of her innocence 
and ability to “bring out the goodness” in everyone, but also reinforce the trope that 
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children with disabilities are pure and innocent because of their disabilities and do not 
possess the agency to speak for themselves. 
• https://www.theatlantic.com/politics/archive/2016/06/grace-clinton-ad-disability-
stereotypes/486710/  
• https://www.youtube.com/watch?v=9QUYQUd0Qh8 
 
A study published in Disability Studies Quarterly found that the majority of 
representations of individuals on the autism spectrum are children. Most groups that aim 
to serve or benefit this community also focus on children. This reinforces some of the 
misconceptions that autism affects only children and ignores the need for services, 
access, and support for adults on the spectrum. By portraying only children, who are 
already marginalized as unable to speak and act for themselves, it also reinforces the idea 
that people with autism cannot speak for themselves as a result of their disability, not 
because of socially constructed constraints on their speech. 
• http://dsq-sds.org/article/view/1675/1596 
 
“No One Will Take My Kid” – An article in the Des Moines Register, a local paper, 
chronicled the struggle of families to receive adequate services for adult family members 
who were no longer eligible for placements and services due to their age (typically 21 or 
22). Throughout the article, these men with multiple, severe disabilities are referred to as 
“children,” “kids,” and “youths.” Parents of all children do sometimes infantilize their 
own children even in adulthood. However, a reader responded with a letter to the editor 
to point out the tone of the article and its failure to present these men as adults even when 
not quoting parents directly. 
• http://www.desmoinesregister.com/story/news/investigations/readers-
watchdog/2015/11/09/parents-no-place-take-my-child-aaron-harvey-
childserve/75047066/ 
• http://www.desmoinesregister.com/story/opinion/readers/2015/11/13/adults-
disabilities-not-kids/75526536/  
 
 
  
  
100 
 
References 
 
Ashley’s Blog (n.d.). Pillow Angel [Web Site]. Retrieve from http://pillowangel.org/ 
 
Gibbs, N. (2007, January 7). Pillow Angel Ethics: Part 1. Time. Retrieved from  
http://content.time.com/time/nation/article/0,8599,1574851,00.html 
 
Gibbs, N. (2007, January 9). Pillow Angel Ethics: Part 2. Time. Retrieved from  
http://content.time.com/time/nation/article/0,8599,1575325,00.html 
 
Mims, C. (2007, January 5). The Pillow Angel Case – Three Bioethicists Weigh In.  
Scientific American. Retrieved from 
https://www.scientificamerican.com/article/the-pillow-angel-case-th/  
 
Perry, D.M. (2016, June 12). A Clinton Ad Full of Disability Stereotypes. The Atlantic.  
Retrieved from https://www.theatlantic.com/politics/archive/2016/06/grace-
clinton-ad-disability-stereotypes/486710/  
 
[Priorities USA] (2016, June 2016). Grace [Video File]. Retrieved from  
https://www.youtube.com/watch?v=9QUYQUd0Qh8 
 
Rood, L. (2015, November 5). Parents: No place will take my child. The Des Moines  
Register. Retrieved from 
http://www.desmoinesregister.com/story/news/investigations/readers-
watchdog/2015/11/09/parents-no-place-take-my-child-aaron-harvey-
childserve/75047066/.  
 
Smith, E. (2015, November 13). Adults with disabilities are not “kids” [Letter to the  
editor]. The Des Moines Register. Retrieved from 
http://www.desmoinesregister.com/story/opinion/readers/2015/11/13/adults-
disabilities-not-kids/75526536/  
 
Stevenson, J.L., Harp, B., Gernsbacher, M.A. (2011). Infantilizing autism. Disability  
Studies Quarterly, 31(3). Retrieved from http://dsq-
sds.org/article/view/1675/1596.  
 
 
  
101 
 
APPENDIX E: Trope Module – Unmitigated Tragedy 
Month 8 – Unmitigated Tragedy  
 
Description of trope: According to Andrew Soloman, author of Far From the 
Tree: Parents, Children and the Search for Identity, “the view that a child with a 
disability was an unmitigated tragedy reached an apotheosis in Simon Olshansky’s oft-
quoted description of parents’ “chronic sorrow.”’ Though this term was coined in the 
1960s, when parents of children with disabilities were encouraged by friends, families, 
society, and their own doctors to institutionalize their children if born with any disability, 
the trope and term continue to be used today. This trope positions the parents of a child 
with disabilities as those most in need of social supports, shifting the focus far from the 
need to provide support and access for the child. Within this trope, children with 
disabilities are reduced to the burden that they place on their families, rather than the 
rights and access that are denied to them as a human right. This trope often overlaps with 
and occurs along with “better off dead.” 
 
Famous names – Arthur Miller, the famous playwright, had a son, Daniel, who 
was born with Down syndrome in 1966. At Miller’s insistence, Daniel was 
institutionalized at birth and the family told almost no one of his existence. By hiding his 
son, Miller reinforced the dangerous idea that children and people with disabilities are not 
meant to be part of society, positioning his son as nothing but an embarrassment and 
burden to him and ignoring his humanity. 
 
In 2013, Kelli Stapleton, mother of Isabelle “Issy” Stapleton, attempted to murder 
Issy and kill herself. Issy has an autism diagnosis and had recently completed treatment 
for aggressive behaviors attributed to her autism diagnosis. Kelli wrote a blog called 
“Status Woe” to chronicle her life with Issy, much of which positioned Issy as a burden 
to Kelli and her family. Kelli also had two separate Twitter accounts; “@thestatuswoe” 
(associated with her blog) and “@ragingblond,” a personal account through which she 
complained about her daughter. During her sentencing and trial for attempted murder, 
crowdfunding sites appeared for her supporters who continued to sympathize with Kelli. 
• http://www.drphil.com/shows/2257/ 
• https://loveexplosions.net/2014/10/09/i-am-not-kelli-stapleton/ 
• http://nymag.com/daily/intelligencer/2014/10/kelli-stapleton-issy-stapleton.html 
• http://autisticadvocacy.org/2014/02/day-of-mourning-2014-2/ 
 
The Cost of Autism – many studies and articles focus on the financial “burden” of 
raising a child with autism. While lack of affordable access to services and supports for 
children with autism is an area of need, this media focuses on the families, especially the 
mothers, of children with this diagnosis. There are some overlaps here with portrayals of 
children with disabilities as needing to be fixed or cured of their disabilities, which can 
lead to over-application of services, both evidence-based and not, which may not be in 
the interest of the child. 
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• https://www.autismspeaks.org/science/science-news/autism-care-slams-
mom%E2%80%99s-income 
 
Love Actually – Laura Linney’s character, Sarah, harbors a crush on her co-worker, 
Karl, throughout the film. She is also portrayed as being overworked and constantly 
stressed, frequently receiving phone calls at inconvenient times, which she always 
answers. Later in the film, it is revealed that her brother, Michael, who is portrayed as 
having some type of mental illness or intellectual impairment which is never specified, 
calls her frequently since she is his only family. During Sarah’s narrative climax, her 
brother’s call interrupts her date with her crush. Her unhappiness, stress, and lack of a 
love life is blamed on her brother’s needs and the burden that the caregiving places on her 
to the point that she is unable to pursue other meaningful activities outside her office. 
Michael is portrayed as both needy and aggressive, calling Sarah constantly but 
attempting to attack her during a visit. Other aspects of Michael’s character and 
personality are not revealed, reducing his narrative role to the burden he places on his 
non-disabled sister. After her date with Karl is interrupted by her brother’s call, viewers 
see that they do not attempt another date, suggesting that the burden of Michael is not one 
that Karl is willing to take on in any form. In a 2017, a short film updating some of the 
characters, Sarah’s character is shown to have found love, but Michael’s situation is not 
addressed. Sarah’s storyline is often referred to as “devastating” in the media, which 
ignores the problematic situation of Michael’s institutionalization and lack of access to 
appropriate support to pursue his own desires. 
• https://www.buzzfeed.com/scottybryan/at-least-it-hurts-less-
now?utm_term=.mwq66M61E#.dj3WWNWEv 
• https://www.bustle.com/articles/132333-why-did-sarah-leave-karl-to-see-her-
brother-in-love-actually-their-storyline-taught-a 
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APPENDIX F: Trope Module – Better Off Dead 
Month 9 – Better off dead 
 
Description of trope: Within this trope, disability is portrayed as a burden so great and a 
fate so awful that the individual would be “better off dead.” This often takes the form of 
disabled characters committing suicide or even requesting assistance to be euthanized 
from a non-disabled character. In other examples, a disabled character may be killed by 
another, non-disabled character. These deaths are characterized as merciful, rather than 
murderous. This trope situates these deaths as tragic, but also inevitable, necessary, and 
benevolent. It also offers and escape from the difficult and often uncomfortable dilemma 
of social accommodation, integration, and universal access. If these individuals are better 
off dead than disabled, allocating the time, money, and energy towards access is 
pointless. Some disabled activist groups, such as Not Dead Yet, campaign against 
assisted suicide laws for this reason.  
 
Examples: 
• Me Before You by JoJo Moyes (2012) — a novel in which a nondisabled woman 
is hired as an assistant to a wealthy disabled man who has decided to die because 
of his perceived inability to have a meaningful life and to the activities that he 
enjoyed before his injury. Though the two fall in love and she is portrayed as the 
“nondisabled savior” who attempts to convince him that his life is worth living, he 
follows through with his plan and commits suicide. Also released as a film with 
the same name in 2015. 
o Met with a significant backlash in the disabled community, sparking 
hashtags such as #MeBeforeEuthanasia and #MeBeforeAbleism. The 
community also re-appropriated the film’s hashtag #LiveBoldly. 
https://www.buzzfeed.com/rosebuchanan/campaigners-are-pissed-about-
the-representation-of-disabled 
o https://www.buzzfeed.com/arianelange/me-before-you-backlash-
disability-rights?utm_term=.udXppKplj#.xjGxxzxgw 
• Million Dollar Baby (2004) — a film in which a female boxer sustains a spinal 
cord injury during a match and is then euthanized via adrenaline injection by her 
coach while still in the hospital.  
o https://dredf.org/2005/02/13/million-dollar-baby-built-on-prejudice-about-
people-with-disabilities/ 
• Jerika Bolen — 14-year-old girl with SMA Type II who sought assistance to end 
her life. Her death caused outrage within the disability community, but was 
portrayed as “brave” in much of mainstream media. 
o http://notdeadyet.org/2016/09/statement-on-mourning-the-death-of-jerika-
bolen.html 
o http://www.newmobility.com/2016/09/paralyzed-teen-jerika-bolen-dies/ 
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o https://www.washingtonpost.com/news/morning-mix/wp/2016/07/21/one-
last-dance-for-this-wisconsin-teen-who-has-scheduled-her-own-
death/?utm_term=.05393c0ff928  
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APPENDIX H: Executive Summary 
Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice is a program designed to address the lack of reflective practice 
and non-medicalized understanding of disability among rehabilitation professionals. 
Using an adapted journal club model, it seeks to encourage practitioners at a private 
pediatric practice to discuss tropes (images or stereotypes that are repeated within culture 
and are readily recognized) about children with disability from media sources. Using 
structured discussions and guiding questions to encourage reflection, participants will 
increase reflective practice and increase their knowledge about perspectives on disability. 
By increasing reflective practice skills, practitioners will increase their ability consider 
their own therapeutic actions, reactions, and assumptions as situated in a social construct, 
fostering the development and maintenance of effective and dynamic therapeutic 
relationships with clients. The program will be launched in a pilot form at the author’s 
practice in Northern Virginia, with the goal of expansion to other small to medium-sized 
pediatric community-based facilities. 
Theoretical Lenses 
 The proposed program combines the theory of social constructionism with 
cultivation theory. Social constructionism posits that disability and childhood are 
constructed and defined by the society in which they exist, resulting in shared 
assumptions by those living in society (Phelan, 2011; Wendell, 1996; Mayall, 2004 & 
2015). Cultivation theory proposes that the act of consuming media has a gradual, but 
significant cumulative impact on an individual’s perception of social reality; and that 
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group discussion can work to mitigate the formation of negative beliefs about social 
reality and those living in it (Gerbner & Gross, 1976; Riddle, 2009). 
The Problem 
 The lack of reflective practice among many rehabilitation professionals and the 
prevalence of negative tropes about children with disabilities (CWDs) negatively impact 
therapeutic relationships and therapeutic outcomes for CWDs. Pediatric rehabilitation 
professionals, such as occupational therapy practitioners, speech and language 
pathologists, and physical therapy practitioners, often have limited knowledge about non-
medicalized understandings of disability and practice within settings with many structural 
constraints (e.g., high productivity standards and insurance reimbursement), which limit 
the use of reflective practice (Phelan, 2011; Cohn 2010; Block, 2005; Beck et al., 2016; 
D’Cruz, 2004). Tropes about children with disability portrayed by the media lead to 
negative or damaging assumptions about CWDs, which in turn lead to negative actions 
towards those children. This situation then negatively impacts the formation and 
maintenance of a therapeutic relationship and therapeutic outcomes (French, 2004; 
Wendell, 1996, Phelan et al., 2014, & Giangreco, 1996).. 
Evidence 
Evidence to support the proposed program draws upon extensive literature around 
journal clubs and effective strategies for teaching and fostering reflective practice. 
Journal clubs have been shown to be effective models for independent and small-scale 
professional development, with ample evidence on logistical details and planning. 
Evidence suggests best practices involving rotating facilitation of discussions, semi-
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mandatory attendance, meeting duration, regular scheduling, making materials available 
in advance of meetings, meeting during work hours, and incentives for participation 
(Honey & Baker, 2011; Deenadayalan et al. 2008; Wilson et al., 2015; Lee et al., 2005; 
Sadeghi et al., 2016; Caracci et al., 2016). Strategies for bias-reduction and reflective 
practice draw from a growing body of literature around disparities in healthcare and 
outcomes based on bias (race, weight, age). Strategies include a safe environment for 
discussion, teaching about stereotyping as a natural cognitive process, use of reflection 
triggers/“conversation starters,” avoidance of stereotype suppression, small group size, 
and use of self-affirmation strategies (Smedema et al., 2012; Burgess et al., 2007; Duguid 
& Thomas-Hunt, 2015; Heijnders & Van Der Meij, 2006; Paluck & Green, 2009, Peden-
McAlpine et al., 2005; Vachon & LeBlanc, 2011; Schwartz et al., 2010; Teal et al., 
2010). The proposed program will use this journal club model, but will review media 
examples of tropes about CWD instead of journal articles. In order to foster reflective 
practice, it will teach participants to apply bias-reduction strategies to their own bias 
against CWDs. 
Proposed Program 
 The proposed program will take place over the course of 12 months and will be 
comprised of 12 monthly meetings. Meetings will be scheduled in advance at regular, 
monthly intervals for 50-minute lunch periods. Program implementation can support up 
to 10 participants in each group. These monthly meetings are divided into three 
categories: Context, Trope Exploration, and Reflection/Planning.  
The first two monthly meetings fall in the Context category. These meetings will 
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teach participants about the context in which later meetings will be placed. The main 
contexts to be discussed, understood, and applied are: 1) the history of the disability 
rights movement, 2) social constructionism, as applied to disability and childhood, 3) 
stereotyping as a natural cognitive process, 4) the negative effect of bias on therapeutic 
outcomes and relationships, 5) differences between critical reflection and reflexivity, and 
the meaning of reflective practice, and 6) program meetings as safe spaces to discuss 
difficult and complex issues of stereotyping and bias. The first two meetings will also 
include participant completion of two outcome measures and goal-setting. The outcome 
measures used will be the disability subtest of the Implicit Association Test (IAT) and the 
Self-Assessment of Clinical Reflection and Reasoning (SACRR) (Royeen et al., 2001). 
Goal-setting will include the determination of short- and long-term goals of program 
participation (Deenadayalan et al., 2008; Lee et al., 2005; Sadeghi et al., 2016). 
The next eight monthly meetings (months three through ten) are in the Trope 
Exploration category. These meetings will be organized around specific tropes that are 
frequently used in media portrayals of children with disabilities. Participants will use a 
set of guiding questions to reflect on and explore the assumptions of each trope. 
Participants will be challenged to explore their own assumptions and biases and apply 
their new knowledge of reflective practice to clinical scenarios related to each trope. 
The final two monthly meetings (months eleven and twelve) are in the 
Reflection/Planning category. Participants will again complete two outcome measures, 
the disability subtest of the IAT and the SACRR. Learning objectives for the 
Reflection/Planning meetings include: 1) the development of concrete steps that can be 
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implemented to combat assumptions about CWDs, 2) the identification of barriers to 
change and strategies to overcome barriers, 3) generate, evaluate and modify goals for 
implementation of identified steps based on reflection discussion, 4) identify and evaluate 
strategies for reflexive practice and plans for implementation of strategies, and 5) provide 
feedback on course content and structure. These final meetings will also include 
discussion of the two outcome measures, asking participants to reflect on their individual 
changes, or lack thereof, as well as changes in the group’s scores. Participants will be 
asked to bring a list of at least three concrete actions that can be taken to increase their 
individual use of reflective practice. These actions will be used to discuss a group action 
plan for implementation of reflective practice strategies, as well as an outcome measure 
to measure intention to change reflective practice behavior amongst participants (Webb 
& Sheeran, 2006; Eccles et al., 2006). Participants will also have the opportunity to give 
general feedback about the course content and organization for future implementation. 
Evaluation Plan 
 Program evaluation will be divided into Feasibility Evaluation, Outcome 
Evaluation, and Feedback from Initial Participants. During Feasibility Evaluation, 
the author will gather data at monthly meetings to evaluate the logistical elements of the 
proposed program. Data of interest includes meeting attendance, program duration, media 
consumed, attendance, attrition, cost, and meeting duration/content addressed. Data for 
Outcome Evaluation will be gathered at the beginning and end of the program to 
evaluate if the proposed program leads to key changes in reflexivity. Outcomes of interest 
include change in IAT and SACRR scores over time, relationship between attendance 
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and scores, moderating effects of demographic or background of participants, and goal 
generation (Royeen et al., 2001). Feedback from Initial Participants will gather 
information about the content, logistics, and perceived benefits and/or outcomes of 
program participation in the form of a satisfaction survey with Likert-style rating and 
open-ended questions. Changes to the program may be made as necessary in response to 
this feedback. 
Funding Plan 
The funding plan addresses two funding scenarios: 1) implementation of the 
proposed pilot program at the target pediatric practice in Northern Virginia, and 2) the 
costs of additional implementation and dissemination at other practices in the area or 
country. Pilot implementation will be generously donated by the owner and director of 
the target practice in Northern Virginia, while a variety of small grants are available to 
cover costs of personnel, supplies, materials, and dissemination for secondary 
implementation. 
Conclusion 
Disability in the Media for Rehabilitation Professionals: A Pilot Program to 
Foster Reflective Practice is an innovative program that seeks to encourage rehabilitation 
professionals at a private pediatric practice to engage in thoughtful discussion about 
tropes about children with disability from media sources. It seeks to reveal the 
assumptions and gaps in knowledge or perspectives of rehabilitation professionals and 
offer strategies to fill these gaps as well as a new lens through which to view the 
therapeutic relationship and a unique model for fostering reflective and client-centered 
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practice. While the stated goals of the proposed program focus on increasing reflective 
practice and knowledge about non-medicalized understandings of disability in pediatric 
rehabilitation professionals, it is hypothesized these changes will positively impact the 
well-being of clients and their families through the formation of stronger and more 
dynamic therapeutic relationships. It is this author’s belief that embracing these tensions 
and continuing to grow rehabilitation professions with these new skills and perspectives 
will prove valuable to professionals, clients, families, and, as alternate perspectives on 
disability become more mainstream, society overall. 
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